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Safe, gradual, 


what you want 


hypertensive 


vasodilation 


Nitranitol provides it... permitting hypertensives 
to resume more normal iives. 


And . . . therapeutic dosages of NITRANITOL can be maintained 
over long periods of time . . . without frequent checkups . . . without 
worry about possible toxic effects. 


Nitranitol is the universally prescribed drug in the management 
of essential hypertension. 


(brand of mannitol hexanitrate) 


FOR SAFE, GRADUAL, PROLONGED VASODILATION 


. When vasodilation alone is indicated —NITRANITOL. 
. When sedation is desired—NITRANITOL with PHE- 
NOBARBITAL. 

3. For extra protection against hazards of capillary 
fragility—NITRANITOL with PHENOBARBITAL and 
RUTIN. 

4. When the threat of cardiac failure exists—NITRANITOL 
with PHENOBARBITAL and THEOPHYLLINE. 

5. For refractory cases of hypertension — NITRANITOL 

P.V. (Nitranitol, Phenobarbital, Veratrum Alkaloids*) 


* alkavervir 
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Another product of research by 
{Merrell | 
erctiption mace 125 years 
New York « CINCINNATI $1, Thomes, Ont, 


Concerning 


(BRAND OF METHALLENESTRIL) 


A NEW PRODUCT 


Clinical evidence indicates that much estrogen therapy is 
accompanied by a high incidence of unfortunate side actions 


such as withdrawal bleeding, nausea and edema. 


G. D. Searle & Co. presents VALLESTRIL 
H 
4 

Cc C —COOH 


| | 
as an effective estrogenic substance with a strikingly low incidence 


of these undesirable side effects. 


VALLESTRIL is available in 3 mg. scored tablets. For 
treatment of the physiologic or artificial menopause—3 mg. (one 
tablet) twice daily for two weeks. Then a maintenance dose of 
one tablet daily for an additional month or longer if symptoms 
require continued administration. 


*Trademark of G. D. Searle & Co. 


SEARLE RESEARCH IN THE SERVICE OF MEDICINE 
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One or two capsules of Pluraxin 
daily usually suffice. 


Available in 
bottles of 30 and 100 capsules. 


1. Gewin, H. M., and Friou, G. J.: 
Yale Jour. Biol. & Med., 23:332, Feb., 1951. 


2. Marshall, H. C., 
and Kirsner, B.: A. M.A. 


144:900, Nov. 11, 1950. 


Pluraxin, trademark reg. U.S. & Canada 


vitamins 


antibiotic 


therapy 


Severe vitamin deficiencies may 
develop during a course of antibiotic 
therapy. This appears to be due 

to the alteration of the intestinal 
bacterial flora by antibiotics 

resulting in interference with the 
production or utilization of vitamins, 
particularly members of the 

vitamin B Complex'.2. Supplementary 
administration of vitamins is therefore 
indicated, especially after bacteriologic 
cure has been effected.' 


SPECIAL THERAPEUTIC FORMULA 


Vitamin A ....... 29,000 units 
Vitamin D2 (calciferol)...... 1000 units 
Vitamin By (thiamine)...... 15 mg. 
Vitamin B2 (riboflavin)...... 10 mg. 
Vitamin Bg (pyridoxine)... 2 mg. 
Vitamin (cyanocobalamin) 5 mcegm. 
1 mg. 
Calcium pantothenate..... we 10 mg. 
Nicotinamide .................... 150 mg. 
Vitamin C (ascorbic acid).. 150 mg. 
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THE COLUMBUS PHARMACAL CO 


only one application of 


E U R A »4 blocks the 


_ “itch-scratch reflex” 


for 6 to 8 hours 


The prompt, prolonged and effective 
action of the new antipruritic, Eurax, 
has been authoritatively reported in lead- 
ing dermatologic journals.’~® 


Eurax affords “complete relief” in two 
out of every three cases and “consider- 
able relief” in the majority of the remain- 
der.1 Not an antihistaminic, not a -caine 
derivative . . . is virtually nonsen- 
sitizing and nontoxic,!* and, importantly, 

yy does not lose its effectiveness after con- 

tinued use.” 


In addition to its nonspecific anti- 
pruritic properties, EURAX is a potent 
scabicide.*-"4 Only 1-2 applications pro- 
duce cure rates ranging up to 100 per 
cent with the added advantage that the 
bacteriostatic properties of Eurax effec- 
tively control secondary coccal infections. 


EURAX... the new long-lasting antipruritic 


Eurax (brand of crotamiton) contains N-ethyl-o-crotonotoluide* 
in a 10 per cent concentration in a vanishing cream base. 


. Tubes of 20 Gm. and 60 Gm. and jars of 1 lb. 


bibliography: (1) Couperus, M.: J. Invest. Dermat. 13:35, 1949. (2) Peck, S. M., and 

Michelfelder, T. J.: New York State J. Med. 50:1934, 1950. 

&) Soifer, A. A.: Quart. Rev. Int. Med. & Dermat. 8:1, 1951. A Johnson, 
. M., and Bringe, J. W.: Arch. Dermat. & Syph. 63:768, 195. 

G) Hitch, J. M.: Clinical Appraisal of a New Antipruritic 

(N-ethyl-o- -crotonotoluide) to be published. (6) Tobias, N.: G. P. 4:43, 

1951. (7) D R.: . med. Wchnschr. 76:1210, 1946. 

(8) Patterson, R. L.: South. M. J. m43:449, 1950. (9) Pierce, H. E., Jr. 

J. Nat. M. A, 43:107, 1951. (10) Hand, E. A.: J. Michigan M. Soe. 

49 :1286, 1950. (11) Tronstein, A. J.: Ohio State M. J. 45:889, 1949. 


*U.S. Pat. $2,505,681 


eigy GEIGY PHARMACEUTICALS - Division of Geigy Company, Inc. 
220 Church Street, New York 13, New York 
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MEMO FROM THE 


MANAGING PUBLISHER 


It’s Christmas time again! 


Christmas has some important connotations for the world 
of medicine. It was on Christmas Day, 1809, in a log cabin 
on the Kentucky frontier, that Dr. Ephraim McDowell per- 
formed successfully the first surgery on ovarian tumor, 
proving to the world that the abdominal cavity could be cut 
into with impunity, and laying the groundwork for much of 
modern surgery. As James Thomas Flexner tells the story, 
Dr. McDowell selected Christmas Day for his epoch-making 
attempt “‘because the prayers of all the world, rising up to 
God, would create a propitious atmosphere.” 

And it was on Christmas morning of 1900 that J. J. Moran, 
a civilian employee of the U. S. Army, who, in the interests 
of humanity and to advance the cause of science, had per- 
mitted himself to be bitten by infected mosquitoes (part of 
Major Walter Reed’s campaign in Cuba to prove that deadly 
yellow fever was carried by the insects), came down with the 
disease and proved Major Reed’s point. 

These were both important milestones in the world of 
medicine, an area of human endeavor that has always striven 
to serve the nobler interests of mankind in the tradition 
of the great Teacher and Physician whose birthday gives 
us Christmas. 

It’s good to remember these things when critics protest 
that the Santa Claus attitude has completely submerged the 
original Christmas meaning. It seems to us that beneath sur- 
face materialism there remains, throughout the Christian 
world, an inexhaustible source of sacrificial love that still 
makes men dream of creating a finer world. 

It’s a good thing that Christmas rolls around once a year. 

It’s our annual rebirth, our chance to lift our faces from 
daily trivia and see things in a new light distilled of warmth 
and cheer and hope. 

Hope, because we agree with a writer named Pascal who 
once set down that although man is like a reed, the most 
feeble thing in nature, he holds one immense advantage 
over the huge universe in which he is so infinitesimal. That 
is because he can think, and thereby knows his disadvantage 
and can plan accordingly. 

That’s why we have faith in man’s ability to think his way 
through his crises. And with that faith, plus a wonderful, 
intangible, Christmasy feeling, we pause in a busy day to 
greet our GP friends—all our readers, contributors, and 
advertisers. 

Let us assure you from our heart that your interest, your 
loyalty, your unswerving support, mean much to us. 

From all the officers and directors of the American Acad- 
emy of General Practice, from the Publication Committee, 
from the GP staff . . . warm wishes for abundant Christmas 
ioy, and for a glad New Year! —M.F.C. 
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announcing DRILOZ ETS* 
antibiotic-anesthetic LOZENGES for 
SORE THROAT 


associated with coughs or colds 


and for other minor infections of the 


throat and mouth 


S.K.F. now presents ‘Drilozets’, a new, pleasant-tasting preparation 


to combat infection and relieve irritation in the throat and mouth. 


‘Drilozets’ work in two ways: 


1. Double antibiotic action: ‘Drilozets’ contain anti-gram-positive 


gramicidin and anti-gram-negative polymyxin to prevent or attack 


bacterial infections. 


2. Soothing anesthetic action: “Drilozets’ contain the 


remarkable new topical anesthetic Quotanef, to soothe 


inflamed mucosa. 


With ‘Drilozets’, you minimize the danger of sensitizing the patient to penicillin 
or the “‘mycins”’, which are so frequently used systemically in serious infections. 


Smith, Kline & French Laboratories, Philadelphia 
%*Trademark {T.M. Reg. U.S. Pat. Off. for dimethisoquin hydrochloride. S.K.F. 


Each lozenge contains polymyxin B sulfate, 2,500 units; gramicidin, 0.25 mg.; 
‘Quotane’ (dimethisoquin hydrochloride, S.K.F.), 0.2 mg.; 
and cetyldimethylbenzylammonium chloride, 2.0 mg. 
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Secretary’s Newsletter 


DECEMBER 1952 , SIGNIFICANT EVENTS 


Increased Incomes for > Specialists earned an average of 22% more than general 

General Practitioners practitioners last year; a little over a decade ago the 
difference was 250%. This narrowing gap was discussed in 
detail in recent articles appearing in GP's Business and 


Economics Department. A survey of incomes by Medical 
Economics released last month gives further evidence of the 
astonishing changes in medical practice taking place since 
the founding of the American Academy of General Practice 
and, partially at least, as a direct result of its program 
for the advancement of general practice. 


Since 1947, the year the Academy was founded, the income 
of the average general practitioner has increased 50%; 
specialists' incomes increased only 18% during the same 
period. In 1951 the average gross income of general prac- 
titioners was $23,766, with a net of $14,098, according to 
the Medical Economics survey. This represents a 100% 
increase over 1943. 


Ten years ago only one medical student in ten planned to 
enter general practice; today six out of ten students who 
have decided on their careers state they will be family 
doctors. This significant trend is undoubtedly the result 
of economic trends, as well as the progressive program in 
education, hospital standards, and public relations carried 
on by the Academy. 


Report Awaited from > When handed to the head of a repudiated administration 


i Health this month, the 
Health Needs of 


the call for action it was calculated to be. The lame duck 
atmosphere in Washington will materially detract from its 
impact. The results of the year-long study will nonetheless 


be received with interest by the profession. 
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regarding general practice can be fairly well predicted. 
Attitudes and convictions of Commission members have been 
revealed to those of us participating in its hearings as 
well as through correspondence with individual members. 


It is safe to predict that the final report will be gen- 


erally favorable toward the importance of general practice 
and the value of the program conducted by the AAGP. Recog- 
nition will be given the fact that general practitioners 
will continue to occupy an important place in the medical 


picture and be responsible for the major share of medical 


care. 
Major Surgery Presents >» The view expressed by Commission member Evarts Graham that 
Point of Contention all surgical cases should be transported to teaching centers 


will not likely be supported in the official report. But 
there probably will be recommendations for tighter control 
over surgical privileges by general practitioners. 


> 
a 
Some of the Commission's observations and conclusions 


The Commission's attempt to define general practice will 
probably not be far different from the definition approved 
by the Academy's Congress of Delegates. It will, however, 
raise a question concerning the right of general practi- 
tioners to perform major surgery. This will undoubtedly 
present the chief point of contention over the Commission's 
findings, so far as general practice is concerned. The 
assumption that surgery is a sacrosanct area from which 
general practitioners should be excluded will not likely go 
unchallenged. 


Democrat Appointed 
to Succeed Ewing 


announcement of Eisenhower's selection to replace Oscar 
Ewing. Most of the President-Elect's key appointments 
(including Academy President-Elect Bryner's next-door 
neighbor, Ezra T. Benson, as Secretary of Agriculture) have 
been applauded by Republicans and Democrats alike. 


The appointment of Democrat Oveta Culp Hobby to the post 
of FSAdministrator will cause a few raised eyebrows among 
conservatives. Her stand on social issues is unknown, but 
a few persons who know the Houston publisher well say she 


has always been friendly to medicine. 


Meanwhile interest is focused on an agreement between 
Taft and Eisenhower for creation of a commission to study 
federal-state relationships, including health and welfare 
projects. This probably means elimination of the Magnuson 
Commission. Illustrative of the new political atmosphere 
in America is the statement by Taft that the Commission will 
endeavor to return some of the responsibilities for health 
and welfare to the respective states. 


Here and There > Look for a fresh outbreak in the controversy over divided 

in Fewer Words fees between surgeons and referring practitioners in the 
next few months. The AMA will probably be asked to inter- 
vene in a smouldering argument that finds the ACS on one 
side and the rest of medicine on the other. State medical 
societies and Academy chapters are taking up the issue one 
by one, with strong indications the AAGP Congress of Dele- 
gates will reconsider the question next March . 


Every doctor in the U. S. will receive next month an 
announcement of the Saint Louis Assembly program featuring 
27 outstanding teachers with lectures of practical value to 
all general practitioners . 


A fight is shaping up in Washington over whether all 
Priority III doctors should be called up before calling 
younger Priority IV men who saw service in World War II . 


Dr. John Travis, charter member of the Academy and former 
vice-president of the Texas Chapter, was named "GP of the 
Year" at the AMA meeting in Denver last week . 


The final word has apparently been said on Krebiozen, the 
secret cancer cure promoted by the celebrated Andrew Ivy. 
A special committee of experts appointed by the University 
of Illinois has reported a study of 500 cases treated with 
Krebiozen with the results that it could find "no acceptable 
evidence that Krebiozen ever has cured any malignant tumor 
or prolonged the lives of cancer patients"; the University 
has ordered further studies dropped as a waste of time. 


Respectfully yours, 


> All doctors will be happy that Senator Robert Taft has 2 
decided to resume chairmanship of the important Committee ae 

! on Labor and Welfare in the 83rd Congress, especially after ae 
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Mandelamine 


persistently 
effective 


Cumulative clinical reports 
indicate that Mandelamine 
is the preferred therapy in 
many prevalent urinary 
tract infections. It manifests 
a wide range of antibacte- 
rial potency, being effective 
against both gram-negative 
and gram-positive organ- 
isms. Whereas micro- 
organisms may develop 
resistance to antibiotics and 
sulfonamides, resistance to 
Mandelamine has never 
been reported. 


why take any undue risk 
in urinary antisepsis? 


Specify MANDELAMINE in « pyelitis « cystitis 


consistently 
well-tolerated 


Extensive clinical findings 
attest to the safety of 
Mandelamine. There are no 
reports in the literature of 
blood dyscrasias, monilial 
overgrowth, or crystalluria 
following Mandelamine 
therapy. Skin rashes and 
gastrointestinal upsets are 
rare, and no irritation of 
the urinary tract results 
when Mandelamine is ad- 
ministered over long periods 
of time. 


¢ pyelonephritis * prostatitis * infections commonly 
associated with urinary calculi or neurogenic bladder 
* pre- and postoperative prophylaxis in urologic surgery. 


Dosage: For maximum effect, adults should take 


3 or 4 tablets t.i.d., children in proportion. 


® Mandelamine is the registered trademark of Nepera Chemical Co., Inc., 
for its brand of methenamine mandelate. 


NEPERA CHEMICAL CO., INC. 


Pharmaceutical Manufacturers 
Nepera Park * Yonkers, 2, N. Y. 
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constant 
and 
correct 


SIMILAC 


Similac provides, constantiy and unvaryingly, 
50 mg. of ascorbic acid per reliquefied quart — 
an amount closely approximating the content 

of mother’s milk—and in excess of recommended 
allowances. Similac thus assures adequate 

and continuous (through each feeding) Vitamin C 
intake now established as an effective safeguard 
against scorbutic and some anemic states 

during infancy.' The importance of an adequate 
intake is further reflected in the finding that 
Vitamin C is essential for utilization of the amino 
acid tyrosine, functioning probably as coenzyme.” 


There is no closer equivalent to the milk 
of healthy, well-nourished mothers than Similac 


providing: zero curd tension for easy digestion; 
fats chosen for maximum retention and high 
ratio of unsaturated and essential fatty acids; 
full balanced array of essential amino acids; 
folic acid and Vitamin Biz (naturally occurring, 
in breast milk quantities); other vitamins in 
adequate amounts; minerals adjusted to favor- 
able proportions. 


Supplied: Similac Powder, tins of 1 lb.; Similac 
Liquid, tins of 13 fl. oz. 
1. Tisdall, F. F., and Jolliffe, N., in Clinical Nutrition, New York, 


P. B. Hoeber, 1950, ce. 23, p. 590. 2. Sealock, R. R., and Goodland, R. 
L.: Science 114: 645 (Dec. 14) 1951. 


gNTURY Copies of the Report of the Fourth M & R Pediatric Research Conference, on 
3 % . Calcium and Phosphorous Metabolism, are ilable. Address request to: 
on 2 M & R Laboratories « Columbus 16, Ohio 
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M.D., Chicago, Ill. 


Endoscopy: Edward B. Benedict, M.D., Boston, Mass.; 
Chevalier L. Jackson, M.D., Philadelphia, Pa. 
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Gastroenterology: T. Grier Miller, M.D., Philadelphia, Pa.; 
Martin E. Rehfuss, M.D., Philadelphia, Pa. 


General Medicine: Arthur L. Bloomfield, M.D., San Francisco, 
Calif.; Goronwy O. Broun, M.D., Saint Louis, Mo.; Harold 
Jeghers, M.D., Washington, D.C.; William D. Paul, M.D., 
Iowa City, lowa; Alison H. Price, M.D., Philadelphia, Pa. ; 
Edward Weiss, M.D., Philadelphia, Pa. 


General Surgery: Arthur W. Allen, M.D., Boston, Mass.; 
H. Glenn Bell, M.D., San Francisco, Calif.; Frederick 
A. Coller, M.D., Ann Arbor, Mich.; Robert Elman, M.D., 
Saint Louis, Mo.; L. Kraeer Ferguson, M.D., Philadelphia, 
Pa.; Willis D. Gatch, M.D., Indianapolis, Ind.; Harris B. 
Shumacker, Jr., M.D., Indianapolis, Ind. 


Hematology: Cyrus C. Sturgis, M.D., Ann Arbor, Mich.; 
Maxwell M. Wintrobe, M.D., Salt Lake City, Utah. 


Industrial Medicine: Robert A. Kehoe, M.D., Cincinnati, Ohio; 
Clarence D. Selby, M.D., Ann Arbor, Mich. 


Laboratory Medicine: Reuben L. Kahn, D.Sc., Ann Arbor, 
Mich. ; Frank W. Konzelmann, M.D., Washington, D. C.; 
Raymond O. Muether, M.D., Saint Louis, Mo. 


Neoplastic Diseases: Leland R. Cowan, M.D., Salt Lake City, 
Utah; Lowell A. Erf, M.D., Philadelphia, Pa.; George T. 
Pack, M.D., New York, N. Y.; Dr. Edith H. Quimby, New 
York, N. Y.; I. Snapper, M.D., New York, N. Y. 


Neurological Surgery: Howard C. Naflfziger, M.D., San Fran- 
cisco, Calif.; R. Glenn Spurling, M.D., Louisville, Ky. 


Obstetrics and Gynecology: Robert J. Crossen, M.D., Saint 
Louis, Mo.; J. P. Greenhill, M.D., Chicago, Ill.; Thad- 
deus L. Montgomery, M.D., Philadelphia, Pa.; Emil 
Novak, M.D., Baltimore, Md.; Ernest W. Page, M.D., San 
Francisco, Calif.; John L. Parks, M.D., Washington, D.C.; 
Richard W. Te Linde, M.D., Baltimore, Md. 


Ophthalmology: Lawrence T. Post, M.D., Saint Louis, Mo. 


Oral and Plastic Surgery: James Barrett Brown, M.D., Saint 
Louis, Mo.; Paul W. Greeley, M.D., Chicago, Ill.; V. H. 
Kazanjian, M.D., Boston, Mass. 


Orthopedic Surgery: Edward L. Compere, M.D., Chicago, Ill. ; 
Ralph K. Ghormley, M.D., Rochester, Minn. 


Otolaryngology: Dean M. Lierle, M.D., Iowa City, Iowa. 
(Continued on page 13) 
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‘Terramycin 
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(Continued from page 11) 
Pathology: Emma S. Moss, M.D., New Orleans, La. 


Pediatrics: Harry Bakwin, M.D., New York, N. Y.; Katharine 
Dodd, M.D., Cincinnati, Ohio; Archibald L. Hoyne, 
M.D., Chicago, Ill.; Irvine McQuarrie, M.D., Minneapolis, 
Minn.; James L. Wilson, M.D., Ann Arbor, Mich. 


Pediatric Allergy: Bret Ratner, M.D., New York, N. Y. 
Pediatric Surgery: Herbert E. Coe, M.D., Seattle, Wash. 


Pharmaceutical Research and Development: K. K. Chen, M.D., 
Indianapolis, Ind.; Charles E. Dutchess, M.D., New York, 
¥. 


Physical Medicine and Rehabilitation: Frank H. Krusen, M.D., 
Rochester, Minn. 


Physiology, Pharmacology and Therapeutics: McKeen Cattell, 
M.D., New York, N. Y.; J. H. Comroe, Jr., M.D., Phila- 
delphia, Pa.; Martin Fischer, M.D., Cincinnati, O'.io; 
Harry Gold, M.D., New York, N. Y.; John C. Krantz, 
Jr., Ph.D., Baltimore, Md. 


Preventive Medicine, Public Health and Statistics: F. C. Beel- 
man, M.D., Washington, D. C.; John E. Gordon, M.D., 
Boston, Mass.; Edward G. McGavran, M.D., Chapel Hill, 
N. C.; Ernest L. Stebbins, M.D., Baltimore, Md.; D. E. 
Waggoner, M.P.H., Topeka, Kan. 


Psychiatry and Nevrolegy: Bernard J. Alpers, M.D., Phila- 
delphia, Pa.; Charles D. Aring, M.D., Cincinnati, Ohio; 
William C. Menninger, M.D., Topeka, Kan.; Herbert S. 
Ripley, M.D., Seattle, Wash.; Edward A. Strecker, M.D., 
Philadelphia, Pa.; Harolf Wolff, M.D., New York, N. Y. 


Radiology: L. H. Garland, M.D., San Francisco, Calif.; Ross 
Golden, M.D., New York, N. Y.; Leo G. Rigler, M.D., 
Minneapolis, Minn.; Paul C. Swenson, M.D., Philadel- 
phia, Pa. 


Rheumatic Disorders and Arthritis: Thomas McPherson Brown, 
M.D., Washington, D. C.; W. Paul Holbrook, M.D., 
Tucson, Ariz.; John H. Talbott, M.D., Buffalo, N. Y. 


Thoracic Surgery: Paul C. Samson, M.D., Oakland, Calif. 
William M. Tuttle, M.D., Detroit, Mich. 


Toxicology: Harrison S. Martland, M.D., Newark, N. J. 


Tropical Medicine: Joseph S. D’Antoni, M.D., New Orleans, 
La.; William A. Sodeman, M.D., New Orleans, La. 


Urology: J. A. Campbell Colston, M.D., Baltimore, Md.; 
Charles D. Creevy, M.D., Minneapolis, Minn. 


Virus and Rickettsial Diseases: John H. Dingle, M.D., Cleve- 
land, Ohio; Hobart A. Reimann, M.D., Philadelphia, Pa. 


For the second time, the Scientific Assem- 
bly of the American Academy of General 
Practice will be held in Saint Louis. Kiel 
Auditorium, scene of the 1950 Assembly, will 
once more be the Mecca of family physicians 
from all sections of the country, the week of 


March 23-26. 


It’s a ‘meat and potatoes” program—the 
kind of practical stuff you will carry back 
home and put to immediate use in your daily 
practice. It will cover seven basic subject 


areas: 


St. LOUIS AGAIN IN ’53 
For the Best Meeting of the Year! 


CARDIOLOGY — DIAGNOSIS — PEDIATRICS 
SURGERY — ENDOCRINOLOGY 
PROCTOLOGY— UROLOGY 

It will be presented by 27 of the best known 
authorities in American medicine. It will be 
closely integrated with an unusually valuable 
Scientific Exhibit Section. Each of the 60-odd 
exhibits has been carefully selected as a con- 
tribution to your fundamental medical knowl- 
edge. 

This is one meeting every general practi- 
tioner should attend. It is one meeting every 


general practitioner can attend. 


EVERYBODY can get to St. Louis— March 23-26 
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Make your Hotel Reservations carly 


1953 Scientific Assembly 


AMERICAN ACADEMY OF GENERAL PRACTICE 


The Academy returns to St. Louis in 1953 
with the biggest anticipated registration in its 
history—but with no increase in the number 
of available hotel rooms. This means that the 
physician who makes his reservation early 


will have first choice on the best rooms in the 
better hotels. 


For the finest program yet offered at any 
Annual Assembly .. . 


By all means come to St. Louis... 


nom 
LY, The St Lous Auditorium 


1s only three blocks from 
the Union Depot and within 
easy walking distance of a large 
number of St Louis’ best hotels. It 
con be conveniently reached by 
surface cors, bus lines and service 
cors, and there ae ample parking 
facilities adjacent to it 


BUT REMEMBER — 


® Assignment of rooms will be made in the order re- 
ceived. 


® All assignments will be through the St. Louis Hotel 
Bureau. 


®No “headquarters” hotel—Academy headquarters 
will be at Kiel Auditorium. 


® Delegates and distinguished guests may specify the 
Statler. 


® State officers and delegates must make their own 
reservations. 


® Be sure to indicate definite arrival and departure 
time, also names of room occupants. 


® Assembly registration begins at 9:00 A.M. Monday, 
March 23. Meeting ends at noon, March 26. 


USE THIS CONVENIENT 
HOTEL RESERVATION FORM 
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7 
= 
7] 
— 
[200 
a 
7) a // 5 / 
worn 
| /, 
| 
| 
MOTEL IS; 
<y > 
| 
SS 
| “SS 3 
/, worn 
= 
| 


APPLICATION FOR HOUSING ACCOMMODATIONS 


AMERICAN ACADEMY OF 


ST. LOUIS, MISSOURI MARCH 23-26, 1953 
GENERAL PRACTICE 


For your convenience in making hotel reservations for the coming meeting of the AMERICAN ACADEMY 
OF GENERAL PRACTICE ON MARCH 23-26, 1953 in St. Louis, hotels and their rates are listed below. 
Use the form at the bottom of this page, indicating your first, second and third choice. Because of the 
limited number of single rooms available, you will stand a much better chance of securing accommodations 
of your choice if your request calls for rooms to be occupied by two or more persons. All reservations must 
be cleared through the housing bureau. ALL REQUESTS FOR RESERVATIONS MUST GIVE DEFI- 
NITE DATE AND HOUR OF ARRIVAL AS WELL AS DEFINITE DATE AND APPROXIMATE 
HOUR OF DEPARTURE, ALSO NAMES AND ADDRESSES OF ALL PERSONS WHO WILL OC- 
CUPY RESERVATIONS REQUESTED MUST BE INCLUDED. 


*ST. LOUIS HOTEL ROOM RATES 


Rooms for Two Rooms for Two 
Singles Doubles Twins 2-Room Suites Singles Doubles Twins 2-Room Suites 
American.............. $3.75- 4.50 $5.25- 6.50 $6.50- 7.50 Majestic... ... $4.00- 6.00 $6.00- 8.00 $7.00 -10.00 
Baltimore... 4.00- 6.00 5.50- 7.50 6.50- 7.50 Mark Twain_____.. .. 4.50- 7.00 6.50- 9.00 9.00-10.50 $15.50 & Up 
Broadview... 4.00- 5.50 5.50- 7.00 7.00- 8.00 $10.00-12.00 Mayfair... 5.00-10.00 6.50-12.00 8.50-12.00 14.50 & Up 
Chase...................... 5.75-10.00 9.00-12.00 9.00-15.00 16.00 & Up McKinley_..... 2.25- 3.50 4.00- 5.00 5.50- 6.50 
Claridge... 4.00- 8.00 6.50- 8.50 7.50- 9.50 16.00 & Up Melbourne... 4.50- 8.50 6.50- 9.00 9.00-11.50 14.00-18.00 
Congress... 5.00- 8.00 6.00-10.50 6.00-10.50 12.00-20.00 Park Plaza... 7.00-11.00 11.00-14.00 11.00-16.00 16.00 & Up 
DeSoto... 4.50- 7.50 6.50-10.50 8.00- 9.00 12.50-15.00 Roosevelt... 4.50- 8.50 6.50-10.50 7.50-10.50 
4.00- 6.50 6.25- 8.50 7.00- 8.00 Sheraton... 5.85-10.00 9.00-13.00 11.00-13.00 12.00-24.00 
Fairmont__....... 4.00- 6.00 5.50- 8.00 5.50- 8.00 Statler... . (5.00-10.00 7.50-12.00 9.00-13.00 28.00-29.00 
Forest Park... . 4.00- 6.00 7.00- 9.00 7.50- 9.00 10.00-16.00 it Rooms available. Reserved for Delegates and 
Gatesworth.______.. 5.50- 6.50 7.50- 8.50 7.50- 8.50 10.00-16.00 Distinguished Guests. 
Geo. Washington... 3.50- 4.00 6.00 7.00 Warwick... 3.00- 4.50 4.50- 6.00 6.50 
Jefferson ... 5.00- 9.00 8.00-12.00 10.00-12.50 21.00 & Up York...................... 3.50- 5.00 6.00- 7.50 7.50 8.50 
Kings Way. 3.50- 5.00 5.00- 7.25 8.50 9.00-12.50 *The above quoted rates are existing rates but are, of course, subject to any 
a 5.00- 9.00 6.50-10.00 7.00-11.00 16.50 & Up change which may be made in the future. 


ALL RESERVATIONS MUST BE RECEIVED PRIOR TO: FEBRUARY 23, 1953 


Hotels Convention Reservation Bureau, A.A.G.P. 
Room 406—911 Locust St. 
St. Louis 1, Missouri 


Please reserve the following accommodations for the: AMERICAN ACADEMY OF GENERAL PRACTICE IN ST. LOUIS, MISSOURI ON 
MARCH 23 TO 26, 1953 


Single Room............ Double Bedded Room Twin Bedded Room 
2 Room Suite Other Type of Room 
Rate: From $ to $ First Choice Hotel 


Second Choice Hotel 
Third Choice Hotel 
hour A.M. P.M. Leaving (date)...... 
hour A.M P.M. 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each double room or twin 


bedded room requested. Names and addresses of all persons for whom you are requesting reservations and who will occupy the rooms 
asked for: 


(Individual Requesting Reservations) 


ost If the hotels of your choice are unable to accept your reservation 
ong the Hotels Convention Reservation Bureau will make as good a 

Address 


reservation as possible elsewhere providing that all hotel rooms 
available have not already been taken. 


Be 
Ay 


Al's well, sleep-robbing cough has been arrested. 
Good triumphs over bad again. And it’s a quiet 
night for the Junior Police. 


Night-long freedom from cough can often be pro- 
vided with a single bedtime dose of PHENERGAN 
EXPECTORANT. 


This agreeably flavored new expectorant gives your 
patients the combined benefits of Phenergan, the /ong- 
acting antihistaminic that has local anesthetic action, 
plus an effective, time-tested sedative-expectorant 
prescription formula. 


Now available with or without Codeine. 


PHENERGAN' 
EXPECTORANT 
e WITH CODEINE* 


Promethazine Expectorant with Codeine 


e@ PLAIN (without codeine) 


Promethazine Expectorant 


Supplied in bottles of 1 pint. 


* Exempt Narcotic 
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Chis Month’s Authors 


Robert B. Greenblatt, M.D., 


has been associated with the Medical College of Georgia, Augusta, Georgia, since 1935. He was 
formerly assistant professor of pathology and gynecology and is now professor of endocrinol- 
ogy. The author of Office Endocrinology (now in its fourth edition), he is consultant to the Of- 
fice of the Surgeon General, U. S. Army, the U. S. Public Health Service, and the U. S. Veter- 
ans Facility. During World War II, he was a commander with the U. S. Coast Guard. Dr. 
Greenblatt’s work on menorrhagia earned him the Crawford W. Long Memorial Award. 


Keith Hammond, M.D., 


a native of Indiana, received his M.D. degree from Indiana University School of Medicine at 
Indianapolis. He served an internship at U. S. Marine Hospital and Charity Hospital, New 
Orleans, Louisiana. Dr. Hammond, a member of the Academy, served with the Army during 
World War II, and following this, resumed the general practice of medicine in Paoli, Indiana. 
His special interests—besides pediatrics—are ragtime piano and Negro folk music. His article 
appearing in this issue is his second contribution to GP. 


Sol Katz, M.D., 


faculty member of George Washington University Medical School and of Georgetown Univer- 
sity School of Medicine, both in Washington, D.C., is an associate editor of GP. Dr. Katz 
served an internship at Georgetown University Hospital and a residency in internal medicine 
at Gallinger Municipal Hospital. He is now a consultant at these hospitals. Dr. Katz, who is a 
frequent contributor to the medical literature, received his B.S. degree from the College of the 
City of New York and his M.D. from Georgetown University School of Medicine. 


Armand J. Quick, M.D., 


professor of biochemistry and director of the department at Marquette University, Milwaukee, 
Wisconsin, received a Ph.D. degree from the University of Illinois and an M.D. from Cornell. 
Dr. Quick developed the hippuric acid test for liver function, the prothrombin time method, 
and the prothrombin consumption test. He is the author of Hemorrhagic Diseases, published in 
1942, and of The Physiology and Pathology of Hemostasis, published last year. Last summer, he 
was a guest lecturer in South America. 


Paul Williamson, M.D., 


a graduate of the University of Oklahoma School of Medicine, Oklahoma City, is director of the 
General Practice Clinic at the University of Tennessee School of Medicine, Memphis, Ten- 
nessee. Dr. Williamson was engaged in the general practice of medicine before accepting his 
present teaching position at the university. The article appearing in this issue is his second 
contribution to the scientific section of GP. Dr. Williamson, before entering the field of medi- 
cine, was a public relations counsel and radio news editor. 
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For All These 


Nutritional Benefits... 


Amounts shown are per 100 Gm. of fresh weight. 
Fresh F it, Strained Fresh Fruit, Strained 
Constituents Juice Constituents peeled Juice 
; Inositol 400.0 mg. 200.0 mg. 
Calories . 46 ™ Biotin 0.004 mg. 0.002 mg. 
Protein (including free one Folic acid 0.004 mg. 0.002 mg. 
amino acids*)!,4 1.0 Gm. 02 on Ascorbic acid (vitamin C) 60.0 mg. 57.0 mg. 
Fat = 4. 6 Flavonoids (vitamin “P")} 1.0 Gm. 0.1 Gm. 
ond 40 Gan. 46 Gm. Minerals (total ash) Gm. 
rose 4 .0 mg. .6 mg. 
Protopectins and Pectin 1.0 Gm? 0.1 Gm. ae ll 30.0 an 20.0 mg. 
Citric acid 1.0 Gm. 1.0 Gm. ham 1.0 mg. 0.25 mg. 
Malic acid 0.1 Gm. 0.1 Gm. Sediem 9.0 mg. 6.0 mg. 
Carotenes (pro-vitamin A) 1.0 mg. 0.16 mg. Potassium 150.0 mg. | 170.0 mg. 
Thiamine (vitamin B;) 0.2 mg. 0.086 mg. Magnesium 10.0 mg. 13.0 mg. 
Riboflavin 0.1 mg. 0.032 mg. Sulfur 10.0 mg. 8.0 mg. 
Niacin 0.5 mg. 0.24 mg. Chlorine 6.0 mg. 6.0 mg. 
Pantothenic acid 0.5 mg. 0.21 mg. Alkalinity of ash, expressed _— 
Pyridoxine 0.2 mg. 0.08 mg. as K,CO; 0.3 Gm. 
Free amino acids include alanine, arginine, asparagine, 4. Underwood, J.C., and Rockland, Arch. Biochem.,in press. 
gysteine, serine, proline, and glutamic, asparticand gammo- Ail others from figures taken from the literature and dota 
aminobutyric acids, Glutathione is also present. compiled by Research Department, Sunkist Growers. From 
1. Underwood, J.C., and Rockland, L.B.: Food Research, in press. known tissue distribution figures, oppropriate adjustments 
ie 2. Miner Laboratories, Chicago, Illinois. (1952) hove been mode to reflect the composition of the entire 
3. Dovis, W. 8.: Determination of Fi in Citrus Fruits, edible portion in those cases where the original deta referred : 
Anal. Chem. 19:476 (uly) 1947. 


Eat An Orange...Whole... EVERY DAY 


Good For You and Your Patients, too 


America’s nationwide habit of a glass of orange juice at break- 
fast is well founded nutritionwise. Orange juice remains the 
most practical and pleasant way of insuring an adequate daily 
intake of vitamin C. However, valuable nutrient factors of the 
whole fruit are left behind when the juice is extracted. 

The table shown above delineates the nutritional contribu- 
tion of the whole fruit, properly peeled so as to retain what 
naturally clings of the albedo, the white inner peel. Virtually 
every essential in human nutrition is represented. 

Noteworthy is the whole fruit’s content of protopectins, 
which are found principally in the albedo, the membranes 
enclosing the juice sacs and segments, and the fibrovascular 
bundles. These nonnutritive complex carbohydrates, con- 


California navel oranges, 
available all winter, are 
the world’s finest eating 
oranges—no seeds, rich in 
flavor and vitamins. Easiest 
to peel, slice and section. 


Sunkist Growers ° 


Buona Oranges 


verted to pectin in the stomach, enhance many physiologic 
mechanisms. Through their colloidal, chemical and antibac- 
terial properties, they help to maintain a desirable intestinal 
environment, to promote better absorption of vitamins and 
minerals, and to effect more normal evacuation. 


Los Angeles 54, California 


Sunkist 
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A vagal blocking agent 
for peptic ulcer 

with LOW incidence 

of SIDE EFFECTS 


PRANTAL* methylsulfate (diphen- 
methanil methylsulfate) is an 
effective anticholinergic agent 
for treatment of peptic ulcer. 
Pain, pyrosis, nausea, and other 
symptoms of this syndrome are 


rapidly relieved. Troublesome 


side effects seldom occur. 


*T.M. Tablets 100 mg. q. 6 h. 


BLOOMFIELD, N. J. 


In Canada: Schering Corporation, Ltd., Montreal, Que. methylsulfate 
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This is the age of greater knowl 
edge and research for new anti- 
anemia agents. The Armour 
Laboratories has been a leader 
in this important field for more 
than 60 years. Such accomplish- 
ment is predicated upon the 
reality of research, upon exten- 
sive clinical investigations and 
upon practice-proven products 
to assure optimum response. 
For the best in hematinics, rely 
upon Armour. 


THE ARMOUR LABORATORIES cuicaco 11, 


/ 


Pols 


“PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH. 
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Yours Cruly.. . 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


No Cure-all for Tuberculosis 
Dear Sir: 

Your editorial on ‘Drug Therapy of Tuberculosis” in the 
September, 1952 issue was somewhat misleading. Having 
been actively engaged in the early work, using the isonico- 
tinic acid derivatives in the treatment of tuberculosis—fully 
realizing its attributes and its disadvantages—I must express 
concern over its widespread use by the general practitioner 
in too many cases of tuberculosis. 

Modern chemotherapy in tuberculosis has made tremen- 
dous strides, but it should always be combined with sana- 
torium care, collapse therapy, or surgery. We do not, as yet, 
have the cure-all for the white plague. The evidence is con- 
stantly mounting concerning the resistance of the tubercle 
bacillus to the isonicotinic acid derivatives, especially when 
used without streptomycin. 

Let us not be too conservative, promiscuous, nor too hasty 
in the use of this excellent drug, in the treatment of tuber- 
culosis; it is labeled for the use of streptomycin-resistant 
cases only. 

Please continue your excellent journal—it is refreshing. 

Harry Suusin, M.D. 
Philadelphia, Pennsylvania 


We are grateful for this endorsement of opinions that we 
advanced editorially in our May issue, and for emphasis of the 
point that the new drugs are only part of the treatment of 
tuberculosis.—Ep. 


Enthusiasm for Referral Form 


Dear Sir: 

Please ship me 500 copies of the Consultation and Refer- 
ence Request referral forms as shown in the August GP. 

I’m certain the West Virginia general practitioners will 
be most enthusiastic to find that there is a form available 
for their referral of patients to the specialists, and for the 
return to the family doctor when the particular item is 
completed. 

We shall display this new consultation chart for referrals 
with the other Academy materials at each of our regional 
meetings. Members who want a few copies may secure them 
right away because we will have them on hand. Our guests 
at each meeting are always interested in our literature and 
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displays, and I feel quite confident that every doctor will 
be most enthusiastic in his praise of this form which is 
most needed in our everyday practice. 
Hatvarp Wancer, M.D. 
Secretary-Treasurer 
West Virginia Academy 
of General Practice 


Dear Sir: 

On page 104 of the August GP appears a Consultation 
and Reference Request, which I think goes a long way 
toward solving the general practitioner-specialist problem. 

If I may have about fifty of these forms, I shall be glad 
to pay the cost plus transportation. 

Artuur Howarp, M.D. 
Johnstown, New York 


Year-round Enjoyment 


Dear Sir: 

Last December I was presented with a one-year subscrip- 
tion to GP as a Christmas present. Since that time I have 
thanked my friend many times for so informative a gift. As 
a general practitioner he knew what he was doing! I feel 
that I have not only a clearer understanding of many medical 
problems faced by the practitioner, but also a better insight 
into general practice, the field into which I will soon enter. 

I intend to renew my subscription when the new year 
arrives. 

R. G. McAuLey 
Kingston, Ontario, Canada 


An Apple for the Pupil 


Dear Sir: 

During the past summer, I had a medical student (Mr. 
Marvin Quickert) from the University of California with me 
for a short time as a preceptee to show him what general 
practice was like in a rural community. It was a pleasure and 
quite an experience to take him with me on all of my rounds, 
and I certainly learned a great deal from him while showing 
him the ins and outs of general practice. 

He was so very interested in this field of medicine that 

(Continued on page 23) 
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Newest and Most Promising Approach 


to the Medical Treatment of Alcoholism 


"Antabuse" offers renewed hope for the 
alcoholic patient. Extensive clinical 
Studies have clearly established the 
effectiveness of this preparation in the 
treatment of alcoholism. 


Even small amounts of alcohol, taken 
after "Antabuse" is administered, will 

produce a highly unpleasant and distressing 
reaction. Because "Antabuse" produces this 
strong sensitivity to alcohol, sobriety is self 
enforced, and the patient is rendered more 
amenable to the supportive and psychotherapeutic 
measures necessary for rehabilitation. 


"Antabuse" is safe therapy when properly 
used. It should, however, be employed 

under close medical supervision and with 
the full knowledge of the patient. 


Tested in MORE THAN 100 clinics... 
by MORE THAN 800 qualified investigators 
...0n MORE THAN 5,000 patients... 

and covered by MORE THAN 200 
laboratory and clinical reports. 


Brand of specially prepared and highly purified 
tetraethylthiuram disulfide 
..a “chemical fence" for the alcoholic 


Supplied in tablets of 0.5 Gna., 
bottles of 50 and 1,000. 


"Antabuse" is identical 
with the material 

used by the original 
Danish workers, and 

is supplied under license 
from Medicinalco, 
Copenhagen, Denmark. 
U.S. Pat. No. 2,567,814. 


Ayerst, McKenna & Harrison Limited 


New York, N.Y. * Montreal, Canada 
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(Continued from page 21) 
I wish to send to him for the coming year the Academy 
magazine, GP. To me it is definitely the most interesting 
medical magazine now published. 
J. Auson Cary, M.D. 
Morgan Hill, California 


Through Dr. Cary’s generosity in giving this student GP to 
maintain the interest in general practice engendered by an obvi- 
ously valuable preceptorship, we hope to welcome Student 
Quickert into the Academy’s ranks in the next few years.— 
PuBLISHER 


Illuminated 


Dear Sir: 

I am a senior medical student at the University of Penn- 
sylvania, and am a member of the General Practice Society 
at that institution. In December of 1951, I purchased a one- 
year subscription to GP. I received the issues until May, 
1952, but have failed to receive my June, July, August, and 
September issues. If they have gotten mislaid somewhere, 
would it be possible for me to buy these back issues from 
you? I certainly hope so. GP is the only journal to which 
I am presently subscribing and I feel that my bookshelf is 
as rich or richer than some of my colleagues who have not 
seen the light. 

Thanks for producing such a fine publication! 

Watrer R. Groser 
Westmont, New Jersey 


One Issue Alone Worth $5.00 
Dear Sir: 


It is a pleasure to enclose a check for $5.00 for a year’s 
subscription to GP. Of the hundreds of dollars I have spent 
on medical textbooks and journals, this is undoubtedly the 
best bargain of all. The October issue alone is worth $5.00. 

Joun F. Lowney 
Medical Intern Quarters 
City Jail, Washington, D.C. 


In jail or out, we agree that GP is a bargain at the special rate 
for students and interns. We believe too that at the regular sub- 
scription rate of $10 it is the best buy in the country.—Pus- 
LISHER 


Thank You, Friends 


Dear Sir: 
Congratulations on the recognition extended to GP by 
the American Institution of Graphic Arts. 
You and your staff can well be proud of the efforts which 
have so justly earned the award. 
Gorpon M. MarsHALL 
Publisher 
Hospital Topics 
Chicago, Illinois 


Dear Sir: 
Congratulations on the award given GP by the American 
Institute of Graphic Arts. 
(Continued on page 25) 
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~ CONTROL THAT COUGH 
_ WITH DELICIOUS, AROMATIC 
SEDATOLE ©—CONTAINS 
GRAIN OF CODEINE 


PER FLUIDOUNCE. 
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| Sharp & Dohme! 


A New Approach 
TO NOCTURNAL ENURESIS 
DEACON, J. R. (1939). 
Proc. Amer. Assn. ment. Defic. 63, 133 


MOWRER, O. H. (1938) 
Amer. J. Psychol., 51, 163 


and MOWRER, W. M. (1938) 
Amer. J. Orthopsychiat., 8, 436. 


SEIGER, H. W. (1946). J. Pediat., 28, 733. 
——. (1952). J. Pediat., 40, 738. 


SHELDON, W. (1944) 
Proc. R. Soc. Med., 37, 348 


STRAUSS, F. B. (1944). Ibid., 37, 349. 


For additional information, write: 
THE ENURTONE COMPANY 
324 South Beverly Drive, 
Beverly Hills, California 
Offices in Principal U. S. Cities 
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(DISPERSION OF DESACCHROMIN) 


for effective 


total neutrophils 


control of a 


wide variety of 
ALLERGIES 
and 


DERMATOSES 


a typical leucocytic response to Piromen 


Every day more physicians are discovering the early clinical benefits 
effected by the administration of Piromen, employed either as a specific, 
or concomitantly with other drugs. 


Piromen is a biologically-active bacterial polysaccharide which produces 
a marked leucocytosis and a stimulation of the reticulo-endothelial system. 
It is nonprotein, nonantigenic, and may be employed safely 
within a wide range of dosage. 


Piromen is prepared in stable colloidal dispersion for parenteral use. 
It is supplied in 10 cc. vials containing either 4 gamma (micrograms) per cc., 
or 10 gamma per cc. 


For a comprehensive booklet detailing the use of this new therapeutic agent, 
merely write ‘‘Piromen” on your Rx and mail to— 


*TRADE MARK 


Manufactured by 


TRAVENOL LABORATORIES, INC. 


Subsidiary of BAXTER LABORATORIES, INC., MORTON GROVE, ILLINOIS 
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(Continued from page 23) 
Part of my job is the reading of medical journals, and I 
am always glad to get to GP for an interesting relief. 
EvizaBETH BACHMAN 
Advertising Manager 
B. F. Ascher & Company, Inc. 
Kansas City, Missouri 


Dear Sir: 

To the publisher of the journal GP, we want to offer our 
hearty congratulations as the result of receiving the award 
in competition with so many other excellent and nationally 
known magazines. 

The very fact that GP was able to attain this high honor, 
while still in its tender infancy, reflects all the more on the 
excellent work that you and your staff have done. 

J. P. Sanrorp 
Executive Secretary 


Kentucky State Medical 
Association, Louisville 


From Korea 


Dear Sir: 

I am a medical officer of the United States Army now 
stationed in Korea. I have been on active duty with the 
4 army for sixteen months, and prior to that time I was in 
general practice in Bethesda, Maryland, for three and one- 
half years. 

I should like very much to become an active member of 
the American Academy of General Practice and subscribe 
to the journal GP. 

I would appreciate it very much if you would forward 
to me the necessary information to accomplish the above, and 
would also put my name on the mailing list to receive your 
publication. 

Jj. M. W. 
134th Medical Detachment 
APO 59, San Francisco, Calif. 


Unfortunately, we have no chapter in Korea, but prompt ac- 
tion has been taken to enroll the writer through the chapter in 
his home state of Maryland.—PuBLIsHER 


Value of Membership 


Dear Sir: 

Is it possible to purchase additional copies of your 1952 
Membership Directory? We shall need sixty copies for use 
by our salesmen and distributors. 

If so, please quote the price per copy. 

Thank you for your prompt attention. 

H. M. Rosertson 

Central Pharmacal Company 
Seymour, Indiana 


Extra copies of the Academy’s official Directory are sold at 
cost to such good friends as this who want to know who is and 
who isn’t an A.A.G.P. member. This is one of the numerous 
evidences that membership in the Academy grows more impor- 
tant every day.—PUBLISHER 
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Prejudice - Free Study Points the Way 
to Greater Comfort 
for the Menopausal Patient 


Three groups of investigators were supplied with preparations 
labeled only by number. Although identical in appearance, the 
tablets had the following compositions: 


AE-1—Diethylstilbestrol, 0.25 mg. 
AE-2—Diethylstilbestrol, 0.25 mg., plus 

methyltestosterone, 5 mg. 
AE-3—Methyltestosterone, 5 mg. 
AE-4—Placebo 


Investigators were told which was the placebo, but identities of 
the first three were not disclosed until the studies and reports 
had been completed. Thus, there could be no possible bias on 
the part of either physician or patient. 

Clinicians found that the addition of androgen to estrogen 
(1) often affords an increased feeling of well-being, (2) tends to 
avert mild but unpleasant side-effects such as breast turgidity and 
pelvic congestion, and (3) usually prevents the complication of 
uterine bleeding. Preference for AE-2 (‘Tylosterone’) was ex- 
pressed by two-thirds of the patients. 

Full details of these studies are available. May we send you 
literature or samples? 


Eli Lilly and Company + Indianapolis 6, Indiana, U. S. A. 


Helps avert side-effects of 
estrogen therapy 


TABLETS 


(DIETHYLSTILBESTROL AND METHYLTESTOSTERONE, LILLY) 
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Editorials 


No Need for Change 


For some years, it has been supposed that vomit- 
ing is a reliable indication that a patient has re- 
ceived enough digitalis. For example, when the 
drug is administered by mouth in amounts calcu- 
lated to provide gradual digitalization, vomiting 
rarely sets in until a considerable amount of digitalis 
is taken. The fact that vomiting is a delayed effect 
has been taken to mean that the emetic action of 
digitalis is central (systemic) rather than local 
(gastrointestinal). And it has been widely taught 
that a full cardiac effect would correspond to the 
development of emesis. 

In a study reported in the American Journal of 
Medicine for August, 1952, Gold and co-workers at 
Cornell University have cast doubt upon these 
ideas. They investigated the differences in cardiac 
and gastrointestinal effects of digitalis preparations, 
according to whether oral or parenteral adminis- 
tration was used. 

They found that, “without exception . . . when 
the drug was given by the parenteral route a degree 
of cardiac action was attained without vomiting, 
which was not possible without vomiting when the 
drug was given by the oral route.” 

From this they inferred “that small parenteral 
doses might be used with advantage to intensify the 
cardiac actions in some cases in which one finds 
it necessary to interrupt an oral course of digitaliza+ 
tion before the therapeutic results are sufficient, 
because of gastrointestinal toxicity.” If this were 
done, “the appearance of premature contractions 
or vomiting (systemic) may serve as warning signs.” 

We believe that this inference was unwarranted 
and that adoption of this policy might be dangerous, 
for several reasons. 

The studies of Gold and associates, although 
carefully done, concerned only ten patients. Seven 
were women, and it may be that women are more 
likely to vomit when they take digitalis by mouth. 
Some time ago, sulfapyridine was found to have 
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an emetic effect that varied according to sex and 
race, being strongest in white women, weakest in 
Negro men. There are good empirical reasons for 
believing that the emetic effect of digitalis may vary 
in a similar manner. 

For at least one of the digitalis glycosides studied 
by Gold’s group (digitoxin), other investigators 
have reported that toxic effects on the myocardium 
are likely to develop insidiously because gastro- 
intestinal toxicity is so often lacking. This is hard to 
reconcile with the suggestion we are discussing. 

In one sense, the whole experiment was distinctly 
artificial. The patients were given digitalis gly- 
cosides by mouth; they vomited; the ECG changes 
were noted; and the digitalis was withdrawn. (Then 
the experiment was repeated with injections of 
digitalis.) This is not the way we usually treat 
heart disease with digitalis. When a patient vomits 
from digitalis, we do not completely withdraw the 
drug. We may postpone the next dose, but later 
we prescribe a “maintenance” dose. This practice 
was not simulated by the experiments that led to 
the suggestion that “supplementing the oral with 
intravenous doses may in some cases enhance the 
therapeutic results.” 

Although this suggestion may be shown in time 
to have merit, it is certainly not ready for general 
application. If we are going to avoid confusion 
about how to give digitalis, we should adhere to 
present methods at least until the Cornell studies 
have been amplified, and more clearly show a need 
for change. 


A Christmas List 
Atonc about this time when you are hearing about 
the red-nosed reindeer and the childish plea for a 
couple of teeth, we thought you might like to see 
our Christmas list. Perhaps it never occurred to 
you that a magazine is a living thing, and that GP 
has Christmas plans just like the rest of you. May- 
be you are not even interested in ours, but you 
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should be, because you are all part of GP. Anyway, 
here’s the list. 

For the American Academy of General Practice— 
continued devotion to a crusade, enduring patience 
and perseverance, and growth of the strong spirit 
of fellowship that has made the Academy unique 
among medical organizations. 

For the Officers and Committees of the Academy 
—all the pleasures and none of the disappointments 
of leadership, wisdom in council, discrimination 
and decisiveness of action in these troubled times. 

For our contributors—pleasures of inspired writ- 
ing, boundless flow of ideas, a continuation of our 
agreeable and stimulating relationships. 

For all our readers—pleasures of effortless read- 
ing, continuing enlightenment, and a growing crit- 
ical sense. And for our student readers, especially 
—ready availability in these pages of the kind of 
information they need for awakening their interest 
in the practice of medicine, for making them good 
physicians, and for enabling them to pass all ex- 
aminations. 

For our advertisers—full development of our 
friendship, increasing recognition and reward for 
their loyal support of our earnest efforts. 

For the Publication Committee and the staff— 
inspiration, progressiveness, joy in their work, con- 
stant awareness of GP’s mission, and a steady sup- 
ply of excellent material (preferably well illus- 
trated). 

For our printers and engravers—clean copy, un- 
marred proofs, and a ready stock of day-stretchers 
and deadline retarders. 

So that’s our list. And as for GP itself, it doesn’t 
ask for anything—not even two front teeth. Al- 
ready it has been blessed with bountiful gifts from 


those whose deserved wants are listed here. 


Attendance at Postgraduate Courses 


ATTENDANCE at postgraduate courses of all types 
during the academic year 1951-52 totalled 65,935. 
This is a substantial increase over 1950-51 when the 
total was 46,183, but lower than the peak year 1948- 
49 when attendance amounted to 83,386. Data on 
attendance according to the number and types of 
courses was presented in the Fifty-second Annual 
Report on Medical Education of the American Med- 
ical Association’s Council on Medical Education 
and Hospitals. 

The extent to which the increased interest in 
postgraduate study is due to the program of the 
American Academy of General Practice is not 


measureable, but many of the Academy’s state chap- 
ters’ programs are mentioned in the Council’s re- 
ports. Most of the new programs reported were de- 
signed for general practitioners. For example, the 
Wyoming Academy of General Practice arranged 
for the faculty of the University of Colorado School 
of Medicine to conduct a series of twelve lectures in 
Wyoming. 

The increase in attendance over last year may 
well be due to the efforts being made by sponsoring 
organizations to design courses of interest to the 
busy family doctor and to try to bring the courses 
closer to the physician’s home community. In six 
states, circuit courses were conducted throughout 
the year, and the majority of the courses were de- 
voted to general medicine. There were also eighty- 
six short courses of five days or less classed as gen- 
eral medicine. 

It seems safe to predict that all but a few busy 
family doctors will have an opportunity to attend 
good courses conveniently located, and Academy 
members should have little difficulty in completing 
the prescribed number of hours in postgraduate 
study. 


The Customer is Always Right 


IN THE normal course of events, people relax after 
exciting political campaigns. When the campaign 
has been as tense and emotion-racked as the one 
through which this nation has just passed, the 
tendency to sit back and take it easy becomes pro- 
portionally increased. 

We are reminded of this by a statement from the 
President of the Southern Medical Association at 
that group’s recent annual meeting. 

**The Eisenhower victory means that doctors can 
go back to concentrating wholly on taking care of 
sick people instead of spending a lot of time fighting 
the threat of socialized medicine,” stated Dr. R. J. 
Wilkinson. ‘‘We doctors no longer need to be on the 
firing line, shooting to save our own hides—and the 
hides of the people—from the threat of government- 
controlled medicine which has existed for the last 
twenty years under the present and preceding na- 
tional administrations.” 

Dr. Wilkinson roots his confidence in the fact 
that President-Elect Eisenhower, and other Repub- 
lican leaders, have ‘‘given their pledge against any- 
thing socialistic, including socialized medicine— 
which means that the doctors won’t have to worry 
about political aspects in medicine and can there- 
fore concentrate on taking care of sick people.” 

With nearly all members of the medical profes- 
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sion, we rejoice in the Eisenhower victory and in the 
pledges he has given. But we would like to reiterate 
here a conviction we have always held—that physi- 
cians are not a segment of society set apart; that the 
medical doctor is citizen first and cannot escape his 
obligations in that area, toward society or his fellow 
man. 

The United States remains at the present time the 
only country in the world without some system of 
government medicine. While we need not adopt the 
lugubrious assumption that compulsory health in- 
surance is inevitable for us, doctors must remain 
constantly aware of public opinion and must do 
whatever lies within their power to forestall and al- 
leviate the factors breeding desire for government 
medical care. Eternal vigilance continues to be the 
price of freedom. 

This is not to say that we lack confidence in the 
individual American. As a matter of fact, the recent 
election has revealed that the American voter pos- 
sesses much of the integrity and independence he 
asks in his leaders. 

To prove our point, refer to pollster Elmo Roper, 
who discovered the week before November 4 that 
although two out of three voters felt they would be 
better off financially under the Democrats in the 
next four years, three out of four were convinced 
that General Eisenhower could better solve the prob- 
lems that troubled their hearts—Korea, corruption, 
communist infiltration. 

So strong was this upsurge of feeling in weighing 
values, in fact, that organized political blocs crum- 
bled in face of it. We then saw labor, the farmer, the 
south, even minority groups, voting not as groups, 
but as thinking individuals who had pondered right 
and wrong, good and evil, and decided for them- 
selves. They voted as their hearts dictated and not 
as their pocketbooks decreed. 

The decisive electoral vote has proved that, in 
this land of abundance, morals still rate higher than 
materialism. A hundred and fifty million Americans 
now face a future which they are prepared to make 
better and sounder, whatever the cost. 

Physicians are one part of that hundred and fifty 
million, but they are not a separate part. Their 
problems remain one facet of a total picture. They 
will not be settled alone, and they should not be. 
Doctors do themselves and their profession a dis- 
service if they see it otherwise, if they erect smug 
barricades of false security and retreat behind them. 

Socialized medicine is merely one aspect of a 
twentieth century trend toward increased govern- 
ment control as a solution to economic pressures 
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resulting from a complex of causes. A mandate from 
the American people for a Republican administra- 
tion is not of itself enough to stop it, although it is 
certainly a step in that direction. Awareness of is- 
sues and participation in methods to resolve them is 
demanded of us all. 

No, the responsibility of physicians to their pro- 
fession and to the people did not end at the ballot 
box. If medicine is to remain free of government dic- 
tation, the organized profession must continue its 
recent interest in the wants of the people, in social 
evolution, and in public relations. 

After all, under Democrats or Republicans, the 
patients are our customers. And the customer is al- 
ways right. 


Patients’ Manners 

WE Have long been interested in the motives that 
cause some physicians to divorce themselves en- 
tirely from the care of patients—become adminis- 
trators, laboratory research workers, or basic sci- 
ence teachers, for example. Some of these divorcees 
speak of the time when they quit the practice of 
medicine as the happiest day in their lives. And to 
hear them talk, the only reason they quit was that 
so many of their patients were inconsiderate and 
unmannerly, Other physicians, still in practice, are 
forever complaining about the same thing. 

Some of this complaining about patients’ man- 
ners is just a way of letting off the steam of over- 
work, Still, there is so much of it, you can’t help 
feeling that something must be wrong with patients 
if they can’t keep their doctors happier. 

Most of the complaints are in two categories: 
first, inconveniences to the doctor, such as unneces- 
sary delay in putting in a call for help, calls at odd 
hours, or demands for house visits when office visits 
would serve as well; and second, delinquency about 
paying bills. 

These inconveniences and delinquencies are un- 
mannerly. Patients should know better. But whose 
fault is it that they don’t? We believe it is largely 
the doctors’ fault. 

If they would take a little time to educate their 
patients, and if they would practice a better brand 
of preventive medicine, most of the inconveniences 
would fade away. If they paid more attention to the 
business side of practice, the problem of delinquent 
accounts would become insignificant. 

No one can do these things for the practicing 
physician. Science writers in popular magazines 
have been helpful in many ways, but the manners 


of a doctor’s patients are mainly a reflection of his 
personal efforts. 

Of course any man with an active practice, what- 
ever the strength of his efforts, may expect to have 
some residue of cantankerous characters and in- 
veterate nonpayers. These are the taxes on our 
joy of practice. If we cannot endure them, what are 
we doing in the practice of medicine? To help us 
are all the patients with the kind of manners that 
cause them to write letters like the one an Academy 
member recently sent to GP— 


Dear Doctor, 

I wish to thank you for all you did for me yesterday even- 
ing when I brought little Alice into your office after we had 
a most upsetting event with a stray dog. Your kindness and 
service were a welcome blessing when I needed it most. 
Many thanks for your kindness, and may God bless you for 
what you did for me. 

Sincerely yours, 
Martha M. 


GP Quiz 


IN NEXT month’s issue of GP, we will publish a 
short quiz. Although there’s nothing novel about 
this idea, it is new to our magazine. Consequently 
we would appreciate hearing from you about it. If 
you find the quiz diverting or even mildly educa- 
tional, let us know, and we'll plan to run some 
more of them. But if you think the quiz just wastes 
your time and our pages, we’ll drop the whole idea. 

It is only fair to warn you that the questions will 
be based on material published in GP during the 
preceding six months—not that we expect you to 
do any cramming. The questions are all of the 
multiple-choice kind, and they cover quite a range 
of subjects. 

The quiz has been given a trial by a group of 
willing ‘control’? subjects who were drawn from 
various walks of medicine. Their scores ranged from 
50 to 100 per cent. We believe that those of you 
who get a perfect score are really eager readers. A 
score of 75 should be about “‘par.” Anyone with a 
score below 50 probably should have his license 
revoked. 


The Way to End 


Tue September GP carried an editorial entitled 
**The Way To Begin” advocating that county med- 
ical societies take action to eliminate some of the 
multitudinous meetings which plague the life of the 
average doctor. It suggested, among other things, 
that wnnecessary hospital staff meetings be curtailed 


and proposed that general staff meetings be held 
only once every three months. 

Proof that this is a question of real interest is 
demonstrated by the veritable avalanche of letters 
to the Academy which the editorial elicited. Many 
doctors took occasion to applaud the proposal. 

But all was not sweetness. From some cloistered 
hospital halls came bitter objection. One hospital 
executive wrote, for example, to inquire why the 
editorial had been written and whether it expressed 
the official policy of the A.A.G.P. Others wrote to 
question the veracity of certain statements appear- 
ing in the editorial. 

So, by way of ending it, we offer a final perora- 
tion. 

In its brief editorial, GP expressed a point of 
view which is widespread in the profession. As a 
matter of fact, a resolution was adopted by the 
A.M.A. House of Delegates last year directing its 
Council on Medical Education and Hospitals to 
take steps toward the reduction in the number of 
hospital staff meetings. 

The editorial stated that, ‘Nearly everyone agrees 
that there are too many meetings. There is also 
agreement that the least essential and productive 
is the time-honored hospital staff meeting.” Though 
certain individuals may disagree as to the merit of 
the argument, the statement itself is true. The edi- 
torial also stated that there is no absolute require- 
ment for monthly hospital staff meetings, that the 
American College of Surgeons does not impose any 
such requirement, and that the Joint Commission 
on Hospital Accreditation has taken over the A.C.S. 
program. All these statements are true. 

The Manual of Hospital Accreditation, issued 
by the American College of Surgeons, has been 
adopted as the manual of the Joint Commission 
until that body completes the drafting of its own. 
It states in Chapter II that, ‘The sole objective of 
staff meetings is improvement in the care and treat- 
ment of patients in the hospital,” and in Paragraph 
B of that chapter provides that quarterly meetings 
of the entire staff are adequate, provided the ob- 
jectives are met in other ways. 

Our authority for stating that the American Col- 
lege of Surgeons doesn’t impose the requirement 
for monthly staff meetings comes from a letter 
written by Paul R. Hawley, Director of the Amer- 
ican College of Surgeons, in which he states that: 
‘Approval by the American College of Surgeons is 
based upon results rather than upon prescribed 
methods of obtaining results. While certain of the 
requirements are fixed, the American College of 
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Surgeons has not required and does not now re- 
quire a specified number of general staff meetings 
for approval.” In this letter he further states that: 
**. . . it can be stated categorically that one general 
staff meeting approximately every three months, 
or four each year, will meet the requirements of the 
American College of Surgeons provided that the 
basic objectives of the approval program are at- 
tained in other ways.” 

In view of the contents of the manual of the Col- 
lege of Surgeons and the official statements of its 
director, it would seem GP is justified in assuming 
that four meetings of a hospital staff yearly are 
adequate provided it maintains proper standards 
for the protection of its patients. Furthermore, it 
seems safe to assume that the Joint Commission on 
Accreditation will remove any doubt about the ne- 
cessity of monthly staff meetings inasmuch as the 
House of Delegates of the A.M.A., representing one- 
third of the Commission, has so instructed. (An- 
other third of the Commission are physicians; they 
would likely agree with the A.M.A. attitude—and 
the attitude expressed in GP’s editorial.) 

Whether these assumptions are true or not, one 
fact cannot be gainsaid. The Commission would 
make the majority of doctors extremely happy if it 
could reduce the number of mandatory staff meet- 
ings without sacrificing standards of care. 


The Older Worker 


BEcaUsE more people are living longer, the term 
“older worker” has taken on new significance. 
Study of the problems of employment of older 
people is a good thing. We need to know all about 
them if we are going to keep them properly and 
gainfully employed. And we must do this for eco- 
nomic reasons, if no other. 

At present, attitudes toward hiring older people 
vary tremendously. So-called experts are guilty of 
extraordinary biases and prejudices. They are like 
the three blind men who approached an elephant 
from different directions and therefore identified 
this animal variously as a snake, a piece of rope, and 
a tree trunk. So labor representatives think of the 
older worker as a person needing special protec- 
tions. Social service workers think of him as a 
kind of adjustment problem. Representatives of 
management expect him to cause difficulties in sup- 
ervision. And medical men look upon him as a 
pathologic specimen—changed and relatively use- 
less because of the effects of diseases peculiar to 
his time of life. 
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As with the three blind men and the elephant, 
each of these different appraisals of the older work- 
er is essentially correct for the small segment it 
includes. The combined effect of these appraisals 
creates an impression that older workers are un- 
desirables and have little place in industrial ergani- 
zations. Hence a prejudice against employment of 
any older people, including the many thousands of 
normal, competent ones with whom labor repre- 
sentatives, social workers, management representa- 
tives, and medical men have never had occasion to 
be concerned. 

This old, unpleasant story of condemnation ot 
many for the faults of a few is well documented in 
a report by Tuckman and Lorge in Science for June 
20, 1952. They advocate “a campaign to change 
the attitudes of the public toward the older worker.” 
Their report emphasizes that there is a special need 
for orienting those who are “specialists” in prob- 
lems of the older worker, and perhaps for calling 
in some “general practitioners.” For the sake of 
national economic security, the sooner this cam- 
paign starts, the better. 


Residencies in General Practice 

THE number of approved residencies in general 
practice has increased from 224 in sixty-six hospi- 
tals a year ago to 371 in ninety-three hospitals as of 
September 15, 1952. The list of hospitals with ap- 
proved general practice residencies was published in 
the September 27 Journal of the American Medical 
Association as part of the Council on Medical Educa- 
tion and Hospitals’ annual report of internships and 
residencies. 

There were 20,645 residencies listed in twenty- 
seven specialties and subspecialties and in general 
practice. The over-all occupancy rate was 77 per 
cent, but for general practice residencies it was only 
40 per cent. General practice residencies are rela- 
tively new, the first such residencies were estab- 
lished in 1949, and the expansion in number of posi- 
tions offered has been quite rapid. 

The Council points out in its report that a de- 
crease in the percentage of residencies filled can be 
anticipated for the next few years. 

As of September 1, 1951, there were only 7,866 
interns in training, indicating that there is little 
chance that all the residencies-will be filled in the 
near future. 

There are now plenty of opportunities for ad- 
vanced training in general practice. The more dif- 
ficult part of the program is still unsolved and it in- 
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volves education and economics. Most of the med- 
ical schools are doing an excellent job to increase 
medical students’ interest in and preparation for a 
career in general practice, but many young physi- 
cians feel they cannot afford another year or two of 
training after their internship. 

The American Academy of General Practice, 
through a grant from the Mead Johnson Company, 
is able to award five scholarships each year to resi- 
dents in general practice, but there are thousands of 
other interns who need some financial aid to en- 
courage them to take additional years of train- 
ing. 

It is a fairly simple task to establish minimum 
standards of graduate training for general practice, 
but making it desirable and feasible for young physi- 
cians to complete the program is a very complex job. 
This is one of the most important projects of the 
American Academy of General Practice, but we be- 
lieve that with the continued co-operation of other 
groups concerned with advancing the quality and 
quantity of medical services, more rapid progress 
will be made in the next few years. 


Major Surgical Privileges 


Tue comments of physicians and hospital adminis- 
trators on the standards for determining who shall 
have major surgical privileges in hospitals indi- 
cates that the recommendations and policy of the 
American Medical Association, the American Col- 
lege of Surgeons and the American Board of Sur- 
gery are misunderstood and misinterpreted. 

The American College of Surgeons is aware of 
this situation and has used the following statement 
in corresponding with hospital administrators: 

“It has come to our attention that the By-laws, 
Rules and Regulations of the medical staffs of some 
hospitals on our Approved List contain the pro- 
vision that only Fellows of the American College of 
Surgeons and/or those Certified by one of the 
American Specialty Boards, or Certified by the 
Royal College of Surgeons in Canada, may be 
granted privileges to do major surgery. 

“The above provision is contrary to the expressed 
policy of the American College of Surgeons, the 
American Specialty Boards and the American Med- 
ical Association. The policy of these organizations 
is that a physician who has qualifications equivalent 
to Fellowship or Certification through training and 
experience, and who has demonstrated his ability 
in his area of performance, shall also be granted 
major surgical privileges. The individual applicant’s 


qualifications in these respects should be deter- 
mined by an appropriate committee of the medical 
staff.” 

The American Academy of General Practice has 
expressed the same principle in its Manual on Gen- 
eral Practice in Hospitals. It recommends that the 
evaluation of the clinical abilities of a physician 
shall be made by a credentials committee and shall 
be based upon the physician’s training, judgment, 
skill and results. 

The problems that arise in individual hospitals 
on staff privileges are not due to a lack of agree- 
ment on principles by the medical organization 
concerned with standards in hospitals. It must 
therefore be caused by the interpretation of prin- 
ciples and on the methods employed in applying 
them. 

If each member of a medical staff and each hos- 
pital administrator would keep in mind the basic 
policy and make a real effort to assist a credentials 
committee of the medical staff to perform its func- 
tion, every member of the staff will have the op- 
portunity to obtain privileges according to his 
training and demonstrated ability. In addition, the 
medical staff of each hospital will then be assuming 
its proper responsibilities regarding standards of 
care. 


Evaluation of New Drugs 


ALTHOUGH we may have cause to fret about short- 
ages of some things, there is one thing we have 
plenty of—new drugs. Year in and year out, the 
list of new therapeutic agents lengthens. Research 
in their development and evaluation is biggest 
business. 

It we are to use all the new drugs (or not use 
them, as the case may be), we have to know some- 
thing about how they are evaluated before they are 
marketed. In this connection, let’s skip over the 
chemical and experimental pharmacologic studies. 
Not that such studies are unimportant; but as prac- 
ticing physicians, we are more interested in clinical 
pharmacology—the study of effects upon patients. 

When a new agent is tried in human patients, 
two pieces of information are in question. (1) How 
safe is it, and (2) does it work? The matter of 
safety needs no discussion, but the question of 
effectiveness deserves our full attention because the 
answers can be tricky. 

For some drugs, effectiveness can be judged en- 
tirely by objective criteria. Under such circum- 
stances, the investigator’s task is comparatively 
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simple. He has only to administer the drug and 
watch its effect on some sign or group of signs dis- 
tinguishing the disease for which the drug is given. 
Even so, for honest and complete evaluation, he 
must compare the effect of the drug with results in 
similar cases in which the drug is not used (con- 
trols). 

Sometimes a controlled study is easy to arrange— 
for example, it was quite easy to appraise the effec- 
tiveness of penicillin against bacterial endocarditis ; 
the “controls” were the many patients who had 
died in the days when this disease had been in- 
variably fatal. 

Other times, it is much harder to provide con- 
trols for an objective study. This is true when a 
drug is tested for a disease having a variable course 
—-particularly when some part of the variability re- 
sults from psychic or other imponderable influences. 
Then, in addition to comparing treatment with no 
treatment, it is necessary to set up the kind of 
controls to be described for evaluation of subjective 
responses. An example of this type of disease is 
psoriasis, and the multitude of remedies advocated 
for this disorder is ample testimony to the in- 
adequacy of investigations of their value. 

All the while that a new method is being ap- 
praised, there is risk of errors growing out of ig- 
norance, mistaken judgment, or subconscious cheat- 
ing. As a good example of the pitfalls in the path 
of a clinical investigator, listen to the story of the 
young man in the apothecary shop at Williamsburg, 
Virginia. He keeps an exquisite flintlock pistol on 
the counter of his shop, and whenever tourists ask 
him about it, he blandly tells them that the gun 
has just been brought in for treatment, being the 
weapon that injured one of his patients. He gives 
Sir Kenelm Digby credit for devising the method, 
and explains that Digby had great success in the 
management of wounds by treating weapons and 
letting wounds alone. 

When a drug must be tested partly or entirely by 
subjective responses of patients, or when such re- 
sponses influence objective criteria, the experi- 
mental methods are difficult and tedious. Beecher 
has discussed them in some detail in his essay on 
*“Experimental Pharmacology and Measurement of 
the Subjective Response,” in Science for August 15, 
1952. 

The investigating staff must be constant during 
any given series of experiments. An “unknowns” 
technique is employed—the drug tested and the 
time it is tested are unknown to the subjects and to 
the observers. This requires the use of placebos; and 
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administration of drug and placebos must be pur- 
posely random. Also, “placebo reactors” among 
the patients must be screened out of the experi- 
ment. Finally, all conclusions must be validated 
mathematically. 

This kind of clinical research is a big job, but 
the only alternative is an empirical method, some- 
times called “clinical trial.” This is what Beecher 
describes as “‘the old fashioned method of simply 
distributing drugs to practically everybody and 
gradually, by trial and error, arriving in decades or 
centuries at an approximation of the truth.” 

Unfortunately the empirical method is still widely 
used, and those who use it are not content to wait 
decades or centuries. They give us quick answers 
that are usually worth about as much as Digby’s 
observations on the treatment of wounds. 

With these things in mind when we read about a 
new method of treatment, it is easy enough to ap- 
praise the validity of an author’s observations. But 
our time for reading is limited, and often we must 
depend upon other agencies to supply us with a 
critical appraisal. In this connection, the Food and 
Drug Administration and the A.M.A. Council on 
Pharmacy and Chemistry are helpful. But our 
greatest protection should come from the drug 
companies. They must choose only the best in- 
vestigators and then rigidly judge the conclusions 
reached in clinical investigations. Fortunately for us, 
this is just what the best pharmaceutical firms do. 
Their integrity is our safeguard. 


Attention Space Travelers 


A NEW note was struck by the Journal of the Amer- 
ican Medical Association in the issue of September 6, 
1952, with Campbell’s essay on “Medical Aspects of 
Flight Above the Atmosphere.” 

Of course this essay is pretty tame stuff for devo- 
tees of Science Fiction, Galaxy, and similar journals. 
But for the uninitiated physician who is not a science 
fiction oldtimer, Campbell’s revelations are bound to 
be exciting. 

He lists the requirements for successful human 
flight through space and makes all of them seem 
within our reach. He poses the problems still to be 
solved and says none “appear insurmountable, 
with the possible exception of that of cosmic rays, 
an area in which knowledge is still incomplete.” 

We wonder how long it will be before a Deans’ 
association will be worrying about how to persuade 
medical graduates to choose locations on the moon 
instead of in rural North Carolina. 
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Figure 2. ote hypertrichosis and marked acne (Case 1). 


Figure 3. Note obesity confined to trunk and face, purple 
abdominal striae, and protuberant abdomen (Case 1). 


BY R.B.GREENBLATT,M.D., 
S.L.CLARK, M.D., AND 


R.H. CHANEY, M.D. 


Departments of Endocrinology and Surgery, 
Medical College of Georgia, Augusta 


Ir 1s now generally agreed that the symptoms of 
Cushing’s syndrome result from hypersecretion of 
adrenal steroids, particularly the gluconeogenic hor- 
mones. Regardless of whether the pathogenesis is 
primarily (a) a basophilic adenoma of the pituitary, 
(b) a lesion of the hypothalamus, or (c) an adrenal 
tumor or adrenal hyperplasia, hyperfunction of the 
adrenal cortex is necessary for the production of 
the signs and symptoms of Cushing’s syndrome. 
Crooke’s changes in the pituitary basophils are 
believed by many to be the result of hyperadreno- 
corticism rather than the inciting factor. 

Among the salient features of Cushing’s syndrome 
are the following: (a) profound muscular weakness 


Figure 1. Case 1. P.J., Cushing’s syndrome. (a) Ten years before onset of syndrome. (b) At height of syndrome. Note moon ; 
face, plethora, acneform lesions. (c) Fourteen months after removal of two-thirds of left adrenal and whole right adrenal. tis 
: 


Figure 4. Case 2. A.A.C., Cushing’s syndrome. (a) Before onset of syndrome. (b) At height of sy 


of Cushing's Syndrome 


and fatigability, (b) hypertension, (c) hirsutism 
with varying degrees of seborrhea and acne, (d) 
buffalo obesity, (e) amenorrhea in women, (f) im- 
potence in men, (g) osteoporosis, (h) decreased 
resistance to infection, (i) purplish cutaneous 
striae, (j) easy bruisability, (k) plethoric moon 
facies, (1) occasionally nephrolithiasis. 

Erythremia, mild leukocytosis with lymphopenia 
often occur. Marked depression of circulating 
eosinophils (ranging from 100 down to 25 per cu. 
mm.) is a constant finding. Insulin resistance due 
to impaired carbohydrate utilization may be present. 
Many patients may exhibit psychosis. It has also 
been shown that hypopotassemia accompanies the 
alkalosis (increased serum sodium and carbon di- 
oxide) of Cushing’s syndrome. 

Most of the symptomatology has been explained 
on the basis of an excess secretion of the gluconeo- 
genic or protein catabolic hormones, with a con- 
comitant, relatively smaller increase in secretion of 
androgenic hormones. 

Cushing’s syndrome is more common in young 


Cushing's syndrome results from an adrenal tumor or 
from bilateral adrenal cortical hyperplasia. In either 
instance surgical treatment (removal of the tumor or 
subtotal adrenalectomy, as the case may be) reverses 
most of the symptoms. This fact supports the idea that 
hyperfunction of the adrenal cortex, especially in 
production of gluconeogenic hormones, is necessary 
for the development of the syndrome. 


adult women. The majority of cases beginning be- 
fore 10 or 11 years of age have been due to adrenal 
tumor, the incidence of adrenal hyperplasia being 
higher in the older age groups. 

The urinary 17-ketosteroid excretion in Cush- 
ing’s syndrome varies with the associated pathology. 
Forbes and Albright surveyed ninety cases of 


Figure 5. Case 2. Note moderate obesity, facial 


hirsutism, and occasional abdominal striae. 


ndrome. (c) Six months after removal of adrenal tumor. 
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Cushing’s syndrome (including twenty-four studied 
at Massachusetts General Hospital) in which the 
adrenals were visualized and 17-ketosteroid deter- 
minations made. It was observed that 17-ketosteroid 
excretion varied, dependent upon whether the pa- 
tient had benign adrenal tumor, malignant adrenal 
tumor, or no adrenal tumor. The average 17- 
ketosteroid excretion of the three types of cases 
was: without tumor, 18.1; with benign tumor, 5.7; 
and with malignant tumor, 124.5 mg. per 24 hours. 

Abnormally high urinary corticosteroid or cortin 
values have been obtained in patients with Cush- 
ing’s syndrome, which further supports the premise 
that 11-17-oxysteroids play the predominant role 
in the pathogenesis of the disease—and it is this 
finding that either supports or negates a diagnosis 
of Cushing’s syndrome. 

Many of the specific metabolic effects observed 
from prolonged ACTH and cortisone therapy are 
similar to those produced by Cushing’s syndrome, 
as emphasized by Thorn and his co-workers. Large 
prolonged dosage of ACTH and cortisone will in- 
duce hypokalemic, hypochloremic alkalosis, in- 
creased gluconeogenesis with impaired carbohy- 
drate utilization, negative nitrogen balance, poly- 
cythemia, neutrophilia, lymphopenia, eosinopenia, 
psychic changes, increased calcium and phosphorus 
excretion, rise in the fasting blood sugar level with 
occasional frank diabetes mellitus, ‘Cushing-like” 
appearance and occasionally hirsutism of the body, 
acne of the face and neck, and loss of scalp hair. 
ACTH has been shown to stimulate the adrenal 
cortex to increase the secretion of 17-ketosteroids 
and the formaldehydogenic corticosteroids. 

Roentgenograms of the skull, thorax, and renal 
areas are of diagnostic aid. Frequently adrenal 
tumor can be differentiated from adrenal hyperplasia 
by intravenous pyelography and roentgenograms 
of the adrenal areas after perirenal insufflation. In 
any event, surgical exploration of the adrenals is 
warranted if the clinical picture is that of Cushing’s 
syndrome and there is an elevation in the excretion 
of urinary cortins. 


Treatment of Cushing’s Syndrome 


X-radiation therapy to the pituitary has been 
recommended by Cushing and Luft for basophilic 
hyperfunction and has been used rather widely, 
with varying results. Implantation of radon seeds 
into the sella turcica and surgical removal of the 
pituitary have been done in a few instances; hazards 
involved preclude the use of these procedures. 


Some amelioration of the symptoms of Cushing’s 
syndrome with improved protein anabolism, posi- 
tive calcium balances, and diminished production 
of gluconeogenic hormone has been reported by 
Albright et al., and Bartter et al., upon the ad- 
ministration of testosterone. 

As pointed out by Huggins and Bergenstal, new 
vistas have opened in adrenal surgery with the ad- 
vent of (a) adequate steroid substitution therapy for 
the maintenance of life in the absence of the adrenal 
glands or in severe adrenal insufficiency; (b) im- 
proved diagnostic procedures for the evaluation of 
adrenal function; (c) refined adrenal surgery tech- 
niques; and (d) experimental induction of adrenal 
cortical tumors. 

In general, excellent results are obtained by 
adrenal surgery in Cushing’s syndrome. For adrenal 
hyperplasia, permanent remission is more likely 
with bilateral subtotal adrenalectomy than with 
unilateral adrenalectomy, according to recent ex- 
perience. Possible adrenal crisis should be antici- 


Table |. Comparison of initial symptomatology. 


case 2— 
adrenal carcinoma 


case 1— 


diagnostic criteria adrenal hyperplasia 


Age 31 33 

Obesity Buffalo type Mild obesity 
Muscle weakness + 

Low back pain 

Menses 

Blood pressure 

Hirsutism 

Acne and seborrhea 
Cutaneous striae 

Moon face and plethora 
Libido 

Mental status 


Menorrhagio 10 months 
170/130 


Bone demineralization 
Perirenal insufflation Tumor mass 10 x 7 
cm. left suprarenal 
area 
Oral glucose Some decrease in 
test carbohydrate 
tolerance 


Insulin tolerance test 
Hemoglobin 

R.B.C. 

W.B.C. 


Circulating eosinophils 
ACTH (Thorn) test, 

25 mg. 
Urinary 17-ketosteroids 
Urinary cortins 
Operation 


Postoperative clinical 
course 


Insulin resistance 

8.5 to 9.6 Gm. 
3,910,000 

7,450 (16% lymphocytes) 


441071 
53% drop in 
eosinophils 
13.4 to 22.3 mg./24 h. 
1.1 to 3.0 mg./24 h. 
a) Resection 3/4th left 
adrenal 
b) Resection entire rt. 
adrenal 
Several episodes of 
hypoadrenalism; now 
well maintained on 
adrenal steroid 
substitutional therapy. 
Return cyclic menses 


Normal 

16.4 to 17.0 Gm. 
4,610,000—4,900,000 
15,600 (23% 


27.4 to 46.2 mg./24 h. 

3.96 mg./24 h. 

Removal left adrenal 
carcinoma 


Excellent; normal 
ovulatory menstrual 
cycle 
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pated and forestalled by preoperative preparation 
with ACTH and cortisone. During surgery, whole 
blood, cortisone, aqueous adrenal cortex, and vaso- 
pressor substances such as 1-nor-epinephrine are 
indicated. Postoperatively, tapering doses of corti- 
sone and lipo- or aqueous adrenal cortex should be 
administered for seven to ten days. 

Kepler and Locke have recommended the re- 
moval of all of one adrenal gland and 70 to 90 per 
cent of the other adrenal gland in two stages for 
severe Cushing’s syndrome. In a series of nineteen 
cases treated at the Mayo Clinic in this manner, 
fourteen patients experienced remissions of the 
disease (in most cases complete); chronic hypo- 
adrenalism did not develop in any. The remaining 
five patients died within six weeks postoperatively 
in spite of vigorous adrenal steroid substitution 
therapy. At autopsy, fatty necrosis of the pancreas 
was noted in one case; in another case there was 
an infected pancreatic cyst. 

In the event of tumor, surgical removal of the 
neoplasm is the obvious procedure. 

The diagnosis and management of two types of 
Cushing’s syndrome (2.e., that resulting from adrenal 
hyperplasia and that caused by adrenal tumor) are 
well illustrated by the study of two patients selected 
from our own series. Table I lists the comparative 
symptomatology and findings in these cases. 

The patient with bilateral adrenal hyperplasia 


Figure 6. Perirenal insufflation show- 
ing tumor of left adrenal in Case 2. 


Maintenance for Adrenal Insufficiency 
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(P.J.) had the classical symptomatology of Cush- 
ing’s disease, 7.¢., hypertension, hirsutism, amenor- 
rhea, obesity, marked weakness, plethora, and pur- 
plish striae (Figures 1, 2, and 3). Laboratory find- 
ings showed increased 17-ketosteroids, markedly 
increased cortins, and decreased eosinophils. Chart 
1 is a study of the hormonal assays, blood pressure 
levels, and circulating eosinophil values before sur- 
gery and for twelve months thereafter. This patient 
showed a diabetic curve on glucose tolerance test, 
and insulin resistance before surgery (Chart 2). 
Partial (three-fourths) left adrenalectomy and total 
right adrenalectomy were performed. 

The patient with adrenal tumor (A.A.C.) pre- 
sented several features of early Cushing’s syndrome, 
i.e., hypertension, hirsutism, and mild purplish 
striae, but only moderate obesity and functional 
uterine bleeding instead of amenorrhea (Figures 4 
and 5). Markedly elevated cortins, raised 17- 
ketosteroids, and depressed circulating eosinophils 
suggested the diagnosis (Chart 3). The diagnosis 
was firmly established by the demonstration of a 
tumor of the left adrenal on perirenal insufflation 
(Figure 6). If this x-ray method had been negative, 


exploration of the adrenal glands would neverthe- . 


less have been indicated. Carbohydrate metabolism 
was not greatly disturbed in this patient (Chart 4). 
Although the histopathologic study of the tumor 
suggested malignancy (Figure 8), the Allen test for 
dehydroisoandrosterone was negative, and_ this 
gave us a more hopeful prognosis. 


Discussion 
BILATERAL ADRENAL HYPERPLASIA (CASE 1) 
This case illustrates the tenet that unilateral 


Figure 7. View of patient fourteen months after sur- 
gery with complete remission of syndrome (Case 1). 


adrenalectomy in the presence of its normally 
functioning counterpart rarely produces an ap- 
preciable functional therapeutic effect. After surgi- 
cal removal of three-fourths of the left adrenal, 
there was little alteration in blood pressure, cir- 
culating eosinophils, or 17-ketosteroids, although 
the urinary cortins dropped to normal levels. Her 
clinical picture also remained essentially un- 
changed. Soon after total right adrenalectomy, she 
developed eosinophilia, hypotension, diminished 
urinary 17-ketosteroids and cortin excretion; and 
three months after this second stage operation, her 
oral glucose tolerance test was approaching the 
normal pattern. 

What will happen to the remnant of adrenal 
tissue can never be predicted with certainty. If too 
much is left, the pristine disease will likely return. 
If the remnant atrophies or too much tissue is re- 
moved, severe or mild hypoadrenalism may ensue. 

Adrenal insufficiency is the more desired thera- 
peutic sequel as it may be readily controlled by 
adequate replacement therapy. This patient is a 


Figure 8. Photomicrograph of histologic section of 
adrenal tumor. Note marked cellular pleomor- 
phism and giant multinucleated cells (Case 2). 


classic example of moderate adrenal failure follow- 
ing bilateral adrenal resection. She has been main- 
tained in an excellent state of health by pellet im- 
plantation of cortisone, desoxycorticosterone ace- 
tate, and testosterone. Sixteen months postopera- 
tively she is still in remission of the symptoms of 
Cushing’s syndrome (Figure 7). 
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Chart 2. Glucose and insulin tolerance 
tests (P.J.). Time given in minutes. 
Her case was unusual in that she had anemia 
rather than polycythemia, and a normal white 
blood count rather than leukocytosis prior to ini- 
tial surgery. However, lymphopenia was present 
prior to surgery (16 per cent). Three months fol- 
lowing total resection of her right adrenal, her 
lymphocytes had risen to 47 per cent in the dif- 
ferential. Of interest also was her disorientation as 
to time and her extreme forgetfulness, which are 
not always constant features of the syndrome. 
What is to be learned from the study of this patient ? 
1. Her hypertension disappeared immediately 
upon complete right adrenalectomy. 
2. Her eosinopenia was converted into eosino- 
philia within two months following right adrena- 
lectomy. 
3. Massive ACTH therapy failed to awaken the 
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remnant of remaining left adrenal to any con- 
siderable degree, as noted by the failure of a rise in 
17-ketosteroids and cortins. This confirms the 
therapeutic suggestion of Forbes and Albright that 
ACTH therapy is contraindicated, as such a pa- 
tient is theoretically already producing excess 
ACTH. 

4. She has been satisfactorily maintained by sub- 
stitutional therapy with cortisone, desoxycorticos- 
terone acetate, and testosterone. 

5. Her hirsutism, acne, obesity, purplish striae, 
girdle obesity, hypertension, and decreased carbo- 


Chart 4. Glucose and insulin tolerance 
tests (A.A.C.). Time given in minutes. 
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Figure 9. Photomicrograph of histologic section of adrenal 
tissue in Case 1, showing hyperplasia of the zona 
fascicularis with increased lipoid content of the cells. 


hydrate tolerance may be attributed to hypera- 
drenocorticism, as they were alleviated upon ex- 
cision of the hyperplastic adrenal tissue (Figure 9). 

6. There was marked diminution in urinary 17- 
ketosteroids and cortin output following ablation of 
the right adrenal. 


REMOVAL OF ADRENAL CARCINOMA (CASE 2) 


In cases of Cushing’s syndrome with adrenal 
cortical tumor, there is generally atrophy of the 
contralateral adrenal as evidenced histologically 
and clinically following tumor excision. According 
to the hypothesis of Forbes and Albright, any 
adrenal cortical tumor producing an excess of 
gluconeogenic hormone, androgen, or DCA-like 
hormone should inhibit ACTH production by the 
pituitary, with a resultant decrease in stimulation 
of the uninvolved adrenal gland. 

Once the site of adrenal tumor has been de- 
termined preoperatively by radiography and peri- 
renal insufflation, it is rational to presuppose an 
atrophic contralateral adrenal. Irreversible post- 
operative adrenal crisis (following tumor removal) 
can be circumvented by taking care to preopera- 
tively awaken the atrophic adrenal gland by ACTH 
therapy and to carry on such therapy in descending 


doses after surgery as may be necessary. If signs of 
adrenal insufficiency develop, minimal substitu- 
tional therapy to maintain the patient is indicated. 
This substitutional therapy should include all three 
major groups of adrenal steroids: androgens (testos- 
terone), glucocorticoids (cortisone), and _ the 
mineralocorticoids (desoxycorticosterone acetate). 

Once ACTH production has been completely 
inhibited by an adrenal cortical tumor, it is slow to 
return, and the urinary 17-ketosteroids and cortins 
in such patients may be low for as long as a year. 
Conversely, ACTH therapy in panhypopituitarism 
usually causes a prompt rise in adrenal steroid 
production, for in such patients there has existed 
previous secondary adrenal insufficiency with no 
inhibition to pituitary ACTH secretion. 

Our case of adrenal carcinoma presents several 
points of interest. Her preoperative urinary !7- 
ketosteroid excretion averaged 39.5 mg. per 24 
hours, which was more than double the 17- 
ketosteroid excretion of the patient with adrenal 
hyperplasia. This is compatible with the collected 
statistics of Forbes and Albright. Perirenal in- 
sufflation beautifully demonstrated her left adrenal 
tumor and was a valuable adjunct in diagnosis. She 
exhibited the characteristic polycythemia, leuko- 
cytosis, lymphopenia, and eosinopenia. There was 
little impairment in carbohydrate utilization though 
she was excreting an excess of urinary cortins. The 
value of prophylactic ACTH therapy immediately 
pre- and postoperatively was borne out by her un- 
eventful convalescence without signs of acute 
hypoadrenalism. 

During the eighteen-month period following 
removal of the carcinoma there has been complete 
disappearance of hirsutism, acne, plethora, girdle 
obesity, hypertension, and weakness. Her previous 
menorrhagia has been replaced by normal ovula- 
tory menstrual cycles. During the first two post- 
operative months, her 17-ketosteroid excretion 
averaged 8.5 mg. per 24 hours, and since then it 
has gradually increased to the present level of 15.1 
mg. per 24 hours, which suggests probable hyper- 
trophy of the remaining adrenal tissue. Her eosino- 
phil levels have fluctuated widely postoperatively, 
though remaining in a fairly normal range except 
during the sixth and seventh months when there 
was marked eosinophilia (500 to 800 per cu. mm.) 
suggesting cyclic variation in degree of adrenal 
cortical function. In general, low cortin values 
accompanied higher eosinophil levels. The color 
test described by Allen for dehydroisoandrosterone 
was negative pre- and postoperatively. 
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Since operation she has lost twenty pounds and 
at no time has shown symptoms of adrenal in- 
sufficiency (Figure 10). Though exhibiting eosino- 
penia with the original symptom complex of Cush- 
ing’s syndrome, both the case of adrenal hyper- 
plasia and the one of tumor showed a normal drop 
in eosinophils following the administration of 25 
mg. of ACTH. 

What is to be learned from the study of this patient ? 

1. The symptom complex of Cushing’s syndrome 
began to disappear within one month following re- 
moval of the neoplasm. 

2. Cyclic elevation in eosinophil counts with 
concomitant low cortin excretion reflects periods of 
probable adrenal insufficiency (relative), although 
she had normal menses and was in excellent health 
at the time of greatest eosinophilia. 

3. Spontaneous resumption of ACTH produc- 
tion occurred rather promptly postoperatively, 
with a gradual rise in 17-ketosteroid excretion to 
levels compatible with adrenal hyperplasia. 

4. Her preoperative 17-ketosteroid output was 
more than twice that of the patient with adrenal 
hyperplasia. 

5. The Allen test was of no value in establishing 
the diagnosis of adrenal tumor. 


Summary 


Two cases of Cushing’s syndrome in young 
women (ages 31 and 33) have been presented—one 
with bilateral adrenal hyperplasia and one with 
unilateral solid adrenal carcinoma. 

The case of bilateral adrenal hyperplasia was 
treated by resection of three-fourths of her left 
adrenal, followed in two months by total right 
adrenalectomy. Several subsequent periods of 
adrenal insufficiency have been well controlled by 
adrenal steroid substitution therapy. ACTH ther- 
apy was of no value in counteracting her hypo- 
adrenalism. She is now in complete remission six- 
teen months postoperatively and is being maintain- 
ed by pellet implantation of cortisone, testosterone, 
and desoxycorticosterone acetate. 

The patient with solid carcinoma of her left 
adrenal was treated by surgical removal of the neo- 
plasm, using ACTH as prophylactic therapy im- 
mediately pre- and postoperatively to abort adrenal 
crisis. For eighteen months she has been in remis- 
sion with no signs of adrenal insufficiency. Her 17- 
ketosteroids have risen to a level compatible with 
adrenal hyperplasia. There have been periods of 


eosinophilia accompanied by a lowered cortin ex- 
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Figure 10. Note restoration to normalcy six months 
after removal of adrenal tumor in Case 2. 


cretion, which suggests probable periods of adrenal 


hypoactivity or ACTH underproduction. 

Disappearance of the clinical and metabolic fea- 
tures of Cushing’s syndrome in these two patients 
following adrenal surgery is further evidence that 
hyperadrenocorticism, particularly hypergluconeo- 
genesis, is necessary for the development of the 
symptomatology of Cushing’s syndrome. 

The initial eosinopenia and increased urinary 
formaldehydogenic corticosteroids were valuable 
diagnostic criteria in both instances. Moderate 
increase in 17-ketosteroid excretion was observed 
in the case of adrenal hyperplasia vs. rather marked 
increase in 17-ketosteroid output in the case of 
adrenal carcinoma, as one would predict in ac- 
cordance with the data presented by Forbes and 
Albright. 

Constant follow-up of eosinophil levels, urinary 
cortins, urinary 17-ketosteroids, weight, and blood 
pressure, in addition to the clinical manifestations, 
was of temendous value in interpreting the status 
of the remaining adrenal tissue postoperatively. 


An extensive bibliography accompanying this article is 
available upon request from the Editorial Office of GP. 
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Figure 1. (from top to bottom). Triangular shadow at right 
cardiophrenic angle represents atelectatic right lower lobe. 
Bronchogram demonstrated bronchial stenosis and bronchiecta- 
sis in this lobe. Figure 2. Prominence of bronchial markings in 
the lower parts of the lung fields. Bronchogram showed exten- 
sive bronchiectasis throughout all lobes. Figure 3. Ring-like 
densities in upper half of left lung, representing bronchiectasis 
in a patient with tuberculosis. Figure 4. Extensive fibrosis and 
round areas of rarefaction due to widespread saccular bron- 
chiectasis. 


Bronchiectasis 


AN ABSOLUTE diagnosis of bronchiectasis cannot be made 
on the basis of an ordinary roentgenogram of the chest. 
Indeed the plain film may be entirely normal, but there 
may be certain fairly distinctive changes which should 
lead to the strong suspicion of bronchiectasis. 

One of the most valuable clues is the presence of a 
slowly resolving basal bronchopneumonia, or a recur- 
rent bronchopneumonia in the same portion of the 
lung. Segmenial or lobar atelectasis may be the only 
clue and is especially helpful in the diagnosis of bronch- 
iectasis in children. Most commonly, the atelectasis in- 
volves a lower lobe and is represented by a triangular 
shadow with the apex at the hilum. When the left lower 
lobe is involved in this fashion, the triangular density 
may be obscured by the heart shadow in the postero- 
anterior view. 

A frequent but unreliable finding in bronchiectasis is 
prominence of the bronchial markings in the basal and 
peripheral lung fields, due to peribronchial infiltration. 
Normally, lung markings are thin, delicate, and incon- 
spicuous in the periphery of the lung. At times the lung 
markings assume a coarse reticular pattern above the 
diaphragm extending as high as the hilar region. ‘Lace 
curtain” pattern and “honeycomb” are terms used to 
describe this effect. 

Rarely, the thickened walls of a dilated bronchus are 
seen as parallel linear streaks often ending in club- 
shaped densities. Round areas of rarefaction containing 
accumulated secretions may be seen. These may be 
arranged in a chain-like fashion. Irregular mottled basal 
infiltration suggests bronchiectasis with secondary 
pneumonitis. 

No matter how strongly the presence of bronchiecta- 
sis is suspected from the plain x-ray, confirmation by 
bronchography is necessary before the diagnosis can be 
established. Only by this technique can the extent and 
nature of the bronchial dilatation be determined with 
accuracy. Therefore, bronchography is mandatory 
whenever surgical therapy is contemplated. 

On the bronchogram, the bronchi appear dilated in a 
cylindrical or saccular fashion. It is important to map 
out all of the bronchi for an accurate appraisal prior to 
surgical management. 
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BY ARMAND J. QUICK, M.D. 
Marquette University School of Medicine, Milwaukee, Wisconsin 


The capacity of blood to form thrombin is one of the primary determinants of hemostasis. For 

thrombin to be produced, five recognized agents are needed: prothrombin, labile factor, calcium, 
thromboplastinogen, and platelets. Clinically, most of the important hemorrhagic diseases can be classified 
under hypoprothrombinemia, hypothromboplastinogenemia, and thrombocytopenia. By means of the 
prothrombin time and the prothrombin consumption time, these states can readily be diagnosed, their 


severity estimated, and therapy evaluated. 


THE simple question: ‘Why does bleeding stop 
after a cut?” is generally answered: “Because blood 
clots.”’ Often the reply is made with the assurance 
and finality that comes when an explanation has re- 
ceived the sanction from having long been in stand- 
ard textbooks. But unfortunately this answer, which 
seems so obviously logical, is not only basically in- 
correct but has blocked the development of a sound 
and practical theory of hemostasis. 

If stanching depended primarily on a fibrin clot 
acting as a plug, one should expect that children 
born with a congenital absence of fibrinogen in the 
blood would have a severe bleeding tendency. Yet, 
several such reported cases have been mild bleeders, 
which clearly indicates that the fibrin clot is not the 
primary factor in the control of bleeding. Since the 
blood in such patients is totally incoagulable, one 
must furthermore recognize that the clotting time 
as a critical measure of a bleeding tendency has 
serious limitations. 

The observation that a hemorrhagic state resulted 
when the prothrombin of the blood was decreased, 
marked the beginning of a new approach to the 


problem of the relationship of coagulation to 
hemostasis. The concept that a reduction of pro- 
thrombin causes defective hemostasis because pro- 
duction of thrombin is thereby diminished, logically 
led to the broader hypothesis that a critical diminu- 
tion of any constituent needed for the formation 
of thrombin brings about defective hemostasis. 

The immediate task, therefore, is to ascertain 
what the essential agents of the blood are that in- 
teract to form thrombin. It is now fairly well estab- 
lished that five such factors are primary: pro- 
thrombin, labile factor, calcium, thromboplastino- 
gen, and platelets. These factors will be considered 
individually, and the pertinent existing informa- 
tion will be correlated for the formulation of a 
working hypothesis which integrates the clotting 
reactions with the physiologic mechanism of hem- 
ostasis. 


Prothrombin 
The central position accorded prothrombin in 


the clotting reaction has been attained not because 
it is more essential than the other four basic factors 
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Thromboplastinogen 
| 
Platelet Factor + Thromboplastinogen A (Activated) 


Thromboplastin + Labile Factor + Calcium + Prothrombin 


Catalytic Activation 


needed for the formation of thrombin, but because 
more is known of its properties and action. Since 
the time of Alexander Schmidt, prothrombin has 
been assumed to be the mother substance of throm- 
bin. The theory of its activation, first enunciated 
by Morawitz and by Fuld and Spiro, is expressed 
by the familiar equation: 


Prothrombin +Ca-+ thromboplastin = thrombin 


Many investigators regard the action of calcium 
and thromboplastin in this reaction as catalytic, but 
Mertz, Seegers, and Smith presented convincing 
evidence to show that the reaction is stoichiometric 
(chemical combination). The probable correctness 
of this observation has been supported by other 
experimental studies. Although it is now known 
that additional agents participate in this reaction, 
and that the process may occur in several steps, 
the simple equation has nevertheless been a valuable 
guide, especially in the development of methods for 
the quantitative determination of prothrombin. 

Quantitative Determination of Prothrombin. All 
procedures depend on converting prothrombin to 
thrombin and measuring the latter by the time re- 
quired for clotting to occur. In the one-stage test, 
the calcium and thromboplastin are made constant 


Thrombin + Fibrinogen 


it is probable that 
lebilizing action 


BY ADSORP 


REMOVAL 


the 


thrombin on platelets is 


mediated through its 
tivation of 
tinogen. 


ac~ 


in human blood, part of 


the prothrombin is in 


inactive form, prothrom- 


binogen. 


in order that the amount of thrombin formed be- 
comes directly dependent on the concentration of 
prothrombin. The clotting time under these stand- 
ardized conditions is a direct determinant of the 
prothrombin in the plasma. In the two-stage method, 
the plasma is first defibrinated and highly diluted 
before thrombin is generated by the addition of 
thromboplastin and calcium. The thrombin thus 
produced is measured by the time required to clot 
a standard solution of fibrinogen. 

While both methods served to contribute in the 
development of the field of hypoprothrombinemia, 
the results of the two procedures in certain in- 
stances disagree greatly. These findings remained 
puzzling until recently, when evidence was obtained 
showing that in human blood prothrombin is not all 
in the active form as it is in dog and rabbit blood, 
but that about 75 per cent is in an inactive state 
to which the name “‘prothrombinogen” has been 
given. The one-stage method determines only the 
free prothrombin, whereas the two-stage test meas- 
ures total prothrombin. 

In the newborn infant having adequate vitamin 
K, the free prothrombin is the same as in adult 
blood, but interestingly no prothrombinogen is 
present. The total prothrombin of newborn blood 
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1. THROMBOPLASTINOGEN 


ll, PLATELET FACTOR 
a. Probably a nonprotein 
b. Deficient in thrombocytopenia 
and thrombasthenia 


a. Probably a globulin 
b. Deficient in hemophilia 
c. Determined by: 


1. Prothromb Pp time c. Determined by 
2. Thromboplastinogen activity 1. Platelet count 
time 2. Prothrombi ption time 
il, LABILE FACTOR IV. CALCIUM 


a. Probably a globulin 

b. May be congenitally deficient 
and is reduced in liver d 9 

c. Determined by its correcting ac- 
tion on the prothrombin time 
of stored human plasma 


a. Probably combined with one of 
the other clotting factors 
b. Never diminished enough to af- 
fect coagulation 


V. PROTHROMBIN 
a. A glycoprotein 
b. Diminished by lack of vitemin K, 
ivitamin K pounds, liver 
ital defect 


ge, and 
in synthesis 
c. Determined by 
1. Prothrombin time 


therefore is only 25 per cent of that found in the 
blood of the adult. In spite of this, the baby does 
not have a bleeding tendency as long as its pro- 
thrombin time is kept normal. It seems clear, there- 
fore, that it is the free prothrombin, which is meas- 
ured by the prothrombin time, that functions in 
hemostasis. This undoubtedly explains why the 
one-stage method has been such a reliable clinical 


Table 1. Classification of hypop 


guide for the evaluation of hypoprothrombinemia. 

Hypoprothrombinemia. Vitamin K is required for 
the synthesis of prothrombin. It is now generally 
accepted that vitamin K does not become a part of 
the prothrombin molecule, but plays an essential 
role in the mechanism which produces this clotting 
factor. A simple explanation which has considerable 
experimental support is that prothrombin is syn- 
thesized by an enzyme which consists of an apoen- 
zyme (AE) and a prosthetic group which is supplied 
by vitamin K (K) forming the holoenzyme AE-K. 
On the basis of this concept, the hypoprothrom- 
binemic states may be readily classified (Table 1). 

With this outline as a basis, it is possible to 
rationalize the treatment of hypoprothrombinemia. 
The amount of vitamin K needed to maintain the 
prothrombin at the normal level is exceedingly 
small. In the dog, it has been found that the daily 
required amount is about one-half gamma of vitamin 
K, per kilo of body weight. It is very probable that 


the human requirements are about the same. Thus 


' 0.3 Gm. of natural vitamin Kj, (the weight of an 


aspirin tablet) is enough to supply, theoretically, 
the needs of an individual for more than twenty 
years. 

The absorption of vitamin K, is, however, very 
poor and there is evidence that only an exceedingly 
small fraction of the vitamin contained in foods gets 
into the body. In the dog, it has been found exper- 
imentally that enough vitamin K is stored to sup- 
ply the physiologic needs for several months. 
From clinical observations, one may conclude that 
this is also true in man. 

Interestingly, menadione (2 methyl-1:4 naph- 
thoquinone) and its related compounds, Hykinone 


ole 


nature of 


cause defect mechanism of correction 


clinical classification remarks on therapy 


1. Lack of vitamin K AE—* AE— +K =AE—K 


ll. Depression of the AE—D* 
synthesis of 
prothrombin by 

antivitamin K 

compounds 

Ill, Lack of 
apoenzyme 


AE—D+K=AE—K+D 


— +K=0 


A. Dietary deficiency of vitamin K 
a. Hemorrhagic disease of 
the new born 
b. Hemorrhagic chick disease 
B. Faulty absorption of vitamin K 
a. Biliary obstruction or fistula 


b. Sprue 
A. Antivitamin K pound: 
a. Dicumarol and related 
compounds 
b. Salicylates 
A. Congenital 


B. Liver damage 


Prompt and effective response 
to very small amounts of 
natural vitamin K, and to 
water-soluble synthetic vitamin 
K compounds 


Large amounts of vitamin K are 
required. Natural vitamin K, is 
more effective than the water- 
soluble synthetic vitamin K 
compounds 

Vitamin K is ineffective. 
Deficiency can be corrected by 
plasma transfusion 


*AE— is apoenzyme; D is Dicumarol. 
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and Synkavite, are nearly as efficient as the natural 
vitamin K, to correct the hypoprothrombinemia 
caused by pure dietary deficiency. They have in 
addition one great advantage, they are water soluble 
and are absorbed from the intestinal tract in the 
absence of bile. 

The following equation explains the mechanism 
whereby the hypoprothrombinemia caused by an 
antivitamin-K compound such as Dicumarol is 
counteracted by vitamin K. 


#-D+K——#-K+D* 


*Eliminated by excretion, oxidation, and conjugation. 


The first factor is the relative affinity of vitamin 
K and the antivitamin K for the apoenzyme. Natural 
vitamin K; has a much greater affinity than the 
water soluble compounds such as menadione and 
therefore is more effective for replacing the D in 
#£-D with K. Little is known concerning the com- 
parative affinity of Dicumarol and related com- 
pounds such as Tromexan for the apoenzyme, but 
it is very probable that differences do exist, and 
that the greater the affinity the smaller the dose 
needed to produce hypoprothrombinemia. 

Equally important is the ease with which the 
organism can eliminate the drug. There are three 
common metabolic pathways: the compound may 
be excreted in the urine, it may be oxidized, or it 
may be inactivated, 7.e., detoxified. If the dose ex- 
ceeds the metabolic capacity of the organism to 
eliminate it, some of the drug may be stored. 

In a patient with kidney disease, Dicumarol may 
have an accentuated action because its excretion is 
delayed. Likewise, in liver disease, the action may 
be greatly increased because the organism’s ability 
to metabolize or detoxify the drug may be im- 
paired. It is obvious, therefore, that the dosage must 
be adjusted to the condition of the patient and that 
it must be controlled by carefully performed pro- 
thrombin time tests. 

The third type of hypoprothrombinemia—in- 
duced by a lack of apoenzyme—is completely re- 
fractory to vitamin K. The diminished apoenzyme 
may be either congenital or acquired. In the con- 
genital type, both the free and total prothrombin 
are reduced. It should be mentioned that there is a 
second congenital hypoprothrombinemia in which 
the free prothrombin is diminished, but the total 
prothrombin is normal. This type is also resistant 
to vitamin K, but it is very likely that the condi- 
tion is not caused by a lack of apoenzyme, but by 
some other factor. 

The common cause of the acquired lack of apoen- 


zyme is liver disease. Since vitamin K is ineffective, 
plasma transfusion is the only known means for 
elevating the prothrombin level. Bleeding can be 
generally controlled by bringing the concentration 
up to 40 per cent of normal. 

The approach to the clinical problem of hypo- 
prothrombinemia in nearly every instance is through 
the one-stage prothrombin time test. Without it, 
diagnosis is difficult, in fact, sometimes almost im- 
possible. Evaluation of therapy likewise is largely 
dependent on this test; and in the control of Dicu- 
marol therapy the test has also stood the test of 
time. When the procedure is carried out correctly. 
the dosage can be so controlled that the danger of 
hemorrhage is very slight. It must be remembered, 
however, that every effectively Dicumarolized pa- 
tient has a potential hemorrhagic tendency, which 
may explain for instance why in such a patient a 
quiescent peptic ulcer may begin to bleed. 


Labile Factor 


Soon after the one-stage method for prothrombin 
became available, it was observed that the pro- 
thrombin time increased when plasma was stored. 
This was interpreted to mean that prothrombin de- 
creased on storage. In 1943 it was demonstrated 
that when a stored plasma was mixed with blood 
from a Dicumarolized subject, the two bloods mutu- 
ally corrected each other, with the result that the 
prothrombin time became even shorter than normal. 
To explain this finding, it was postulated that pro- 
thrombin consisted of two components, one which 
was lowered by Dicumarol, the other which disap- 
peared on storage. 

It is now generally accepted that prothrombin 
activity, as measured by the one-stage method, is 
the resultant of these two agents. The first is the 
classical prothrombin, the second a plasma consti- 
tuent which fairly readily deteriorates on storage 
and therefore can be appropriately designated “‘la- 
bile factor.”” Other names have been given to this 
agent such as Factor V (Owren), prothrombin ac- 
celerator (Fantl), Ac globulin (Seegers), and throm- 
boplastin co-factor (Honorato). 

Labile factor, like prothrombin, is a protein with 
globulin properties. It is inactivated at 58° to 60°C. 
Unlike prothrombin, it is not readily absorbed by 
tricalcium phosphate and similar reagents. Neither 
Dicumarol nor deficiency of vitamin K reduces its 
concentration in the blood. The labile factor is not 
an accelerator. Its concentration in human blood 
can be increased ten-fold or more without causing 
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any change in the prothrombin time. A fixed mini- 
mal quantity, however, is required for a maximal 
constant prothrombin time. The greater the pro- 
thrombin concentration, the more labile factor is re- 
quired. There is evidence to show that this agent 
interacts with prothrombin, calcium, and throm- 
boplastin stoichiometrically and, like prothrombin, 
is consumed in the clotting reaction. 

Quantitative Determination of Labile Factor. Since 
this agent is diminished in stored plasma, the latter 
may be employed as the medium for assaying the 
labile factor concentration of either plasma or 
serum. In principle, the labile factor is estimated 
by the amount of plasma or serum that has to be 
added to a fixed volume of stored human oxalated 
plasma to reduce the prothrombin time to a specified 
value. A rapid way to determine whether the labile 
factor concentration in a sample of human plasma 
is normal is to mix it with nine volumes of stored 
oxalated human blood which has a prothrombin 
time of about forty seconds. With normal human 
plasma, the mixture will have a prothrombin time 
of seventeen to twenty-one seconds. 

Clinical Significance of Labile Factor Deficiency. 
A lack of labile factor clinically is rare. Owren in 
1944 described the first case in which a bleeding 
tendency was produced by a lack of this factor, pre- 
sumably congenital in origin. Recently Brink and 
Kingsley have reported a family in which several 
members suffer from this deficiency, thus showing 
that the condition can be both congenital and here- 
ditary. In severe liver disease, the labile factor be- 
comes diminished. Usually this is accompanied by 
a severe true hypoprothrombinemia. 

The deficiency of labile factor can be temporarily 
corrected at least partially by a transfusion of fresh 
blood or plasma. In the acquired type due to liver 
injury, the concentration of labile factor rises toward 
normal as liver function is restored. 


Calcium 


Although calcium is indispensable for the forma- 
tion of thrombin, the amount required is so small 
(0.0012 M for human and 0.0005 M for dog blood) 
that it is impossible to produce within the organism 
a hypocalcemia sufficiently severe to influence coag- 
ulation. Death from tetany supervenes long before 
coagulation is disturbed. 

The treatment of hemorrhagic states with cal- 
cium has no scientific basis. As a matter of fact, 
calcium when added to blood in vitro actually pro- 
longs the clotting time. 
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Thromboplastin 


The early investigators recognized that extracts 
of various tissues contained an agent which accel- 
erated the clotting of blood. Alexander Schmidt 
designated this factor, “‘zymoplastic substance.”’ The 
term, “thrombokinase,” proposed by Morawitz, 
which signifies that the agent is an enzyme, became 
widely accepted by European investigators. Fuld 
and Spiro and later Bordet employed the name 
““cytozyme,”’ since it appeared that the cells of the 
blood, particularly the platelets, were the source of 
this constituent in the blood. Gradually however, 
the noncommittal term, “thromboplastin,” first pro- 
posed by Howell, largely replaced the older names. 

Thromboplastin is not only widely distributed 
throughout the various tissues of the body, but 
even more important, it occurs in high concentra- 
tion in various organs, particularly the brain. The 
physiologic purpose of this is not known, but it is 
unlikely that it is purely accidental. This wide dis- 
tribution of thromboplastin, and the observation 
that the body daily consumes an amount of pro- 
thrombin equivalent to that occurring in the total 
blood volume make one wonder whether the clotting 
reaction may not have a metabolic function in addi- 
tion to its role in hemostasis. 

Even though thromboplastin is widely distributed 
in various tissues of the body, it is absent as such 
in the blood and is not supplied by the platelets. 
The problem of the thromboplastin in the blood 
remained confusing until 1947, when it was shown 
that the thromboplastic activity was the resultant of 
two separate and distinct agents, one supplied by 
the platelets and the second by the plasma. To the 
latter, the name, ‘“thromboplastinogen” was given. 
It is now fairly well established that the platelet 
factor and the plasma factor interact stoichiometric- 
ally to form thromboplastin, which in its reaction 
is indistinguishable from the thromboplastin present 
in the tissues. 

Thromboplastin is determined quantitatively by 
the prothrombin consumption test. In this proce- 
dure blood is clotted under standardized condi- 
tions, and the prothrombin remaining in the serum 
is determined. When the blood of a severe hemo- 
philiac clots, there is so little consumption of pro- 
thrombin that it cannot be estimated accurately. If 
tissue thromboplastin is added to hemophilic 
blood, a very marked consumption of prothrombin 
occurs. Hemophilic blood serves as a very satisfac- 
tory assay medium for active thromboplastin. If a 
concentrate of platelet extract is added to hemophi- 


lic blood, no increase in prothrombin occurs, thus 
showing that platelets do not supply thrombo- 
plastin. 

When an extract of rabbit brain, which has a very 
high thromboplastic potency, is heated to 60° C. or 
higher and then tested as a reagent in the one-stage 
prothrombin time procedure, it is found that its 
activity is greatly diminished but not abolished. 
When this heated thromboplastin reagent is added 
to hemophilic blood, little prothrombin consump- 
tion occurs. Obviously, heating destroyed its 
property to act as a complete thromboplastin. But 
this heated preparation, like platelet extract, when 
added either to normal deplatelettized or thrombo- 
cytopenic plasma brings abent normal consumption 
of prothrombin. This clearly suggests that tissue 
thromboplastin has a component similar or identi- 
cal with the platelet factor, and a protein moiety 
which is probably closely related to thromboplas- 
tinogen. On heating, the latter is inactivated leav- 
ing the thermolabile factor, and this becomes free 
to react with plasma thromboplastinogen to form 
more active thromboplastin. 

Since the two factors in the blood that are needed 
to form thromboplastin are separate entities, the 
bleeding diseases due to a deficiency of thrombo- 
plastin naturally fall into two major categories. 


Thromboplastinogen 


Like prothrombin, thromboplastinogen appears 
to be a protein with globulin properties. A crude 
preparation can readily be isolated by diluting plas- 
ma (deprothrombinized with Cas (PO4)2) with cold 
distilled water and passing through carbon dioxide. 
A precipitate consisting mostly of thromboplastino- 
gen and fibrinogen is obtained. The potency of 
this product can be assayed by the prothrombin 
consumption test using hemophilic blood as the 
testing medium. 

Little is known concerning the physiology of 
thromboplastinogen. Unlike prothrombin which 
the body maintains at a fairly constant level, the 
concentration of thromboplastinogen varies con- 
siderably in normal healthy individuals. The fac- 
tors that regulate the level of this factor have not 
been determined. Whether a vitamin is involved as 
vitamin K is for prothrombin, or whether the regu- 
lation is hormonal, are possibilities that have not 
been investigated. 

Hemophilia. The basic defect of this disease is a 
congenital and hereditary deficiency of thrombo- 
plastinogen. In severe cases, thromboplastinogen 


is almost completely absent; while in a mild case, 
enough of the agent may be available to make the 
coagulation time normal and to cause even a fairly 
good consumption of prothrombin. The diagnosis 
of mild hemophilia may therefore be rather difficult. 

The most practical test to establish the hemophil- 
ic defect in blood of these mild cases is the “throm- 
boplastinogen activity time” (T.A.T.), a procedure 
in which heated rabbit brain thromboplastin is 
added to the blood and the prothrombin deter- 
mined in the resulting serum. Equally satisfactory 
results are obtained when a potent extract of plate- 
lets is substituted for heated thromboplastin. By 
either means hemophilia so mild that the bleeding 
tendency is almost subclinical can be diagnosed 
without difficulty. 

The basic reason why the hemophiliac bleeds is 
that his blood is lacking in thromboplastinogen. 
The more marked the deficiency the more serious 
the bleeding tendency, but even in the mild case 
with a clotting time that may be consistently nor- 
mal, bleeding will invariably occur if a small artery 
is severed such as in the extraction of a tooth. Only 
by increasing the thromboplastinogen concentra- 
tion of the blood, which is most readily accom- 
plished by a transfusion of fresh plasma, can bleed- 
ing be prevented. Banked blood is usually worth- 
less since thromboplastinogen deteriorates on 
storage. In treating hemophilia bleeding, enough 
fresh plasma should be given to elevate the pro- 
thrombin consumption time to fourteen seconds or 
more. The clotting time is unreliable as a guide of 
hemostatic effectiveness. 

In the treatment of hemophilia, certain facts 
should be kept in mind. Since the defect is inborn, 
the finding of a permanent cure is highly improba- 
ble. A practical correction of the blood can be 
accomplished by supplying thromboplastinogen, 
and for a short time such a blood is hemostatically 
active. But attempting to keep the thromboplas- 
tinogen elevated by frequent transfusions is im- 
practical, and it has the inherent danger of causing 
the formation of an antibody, probably to thrombo- 
plastinogen, which has been called circulating anti- 
coagulant. 

Even the severe hemophiliac may go for relatively 
long periods untreated, without any bleeding epi- 
sodes, provided his vascular system remains intact. 
Any trauma involving arteries or even arterioles 
will bring about bleeding. There is also evidence 
that when the permeability of the capillaries is 
altered, an active hemorrhagic state may occur. 
Much can be accomplished by protecting the hemo- 
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philiac against physical injuries, but little is known 
on how to achieve capillary tonicity. 

Since most of the troublesome hemorrhages in 
hemophilia come from relatively minute vessels of 
the arterial side of the circulation, the judicious use 
of cold and pressure locally accomplishes more than 
any other known therapeutic measures. It is not 
uncommon to see ankylosis and joint deformities 
because the mother always religiously treated the 
hemarthrosis with hot applications. It is most un- 
fortunate that these facts are not forcefully brought 
to the attention of all who have to take care of 
hemophilic patients. 


Platelet Clotting Factor 


The platelet furnishes an agent which reacts 
stoichiometrically with thromboplastinogen to form 
thromboplastin. A lack of this agent results in de- 
fective coagulation, as demonstrated by a poor con- 
sumption of prothrombin. The clotting time utter- 
ly fails to detect this faulty coagulation. 

Thrombocytopenic Purpura. This is probably the 
most common hemorrhagic disease. In its acute 
form, it is characterized by petechiae and superficial 
ecchymoses, bleeding from mucous membranes, a 
prolonged bleeding time, a positive tourniquet test, 
and usually a striking decrease in circulating plate- 
lets. There is, however, no close parallel between 
the platelet count and the severity of the hemorrha- 
gic condition. It appears that there are two sepa- 
rate factors active in this disease, a toxin-like agent 
which affects the capillaries, and a platelet-depress- 
ing factor which causes a coagulation defect. It is 
the first factor which is probably responsible for the 
petechiae, prolonged bleeding time, and the posi- 
tive tourniquet test. 

Frequently, acute thrombocytopenic purpura 
takes a rather characteristic course, especially in 
children. The acute hemorrhagic symptoms sub- 
side first. Both the bleeding time and the tourni- 
quet test may become normal. The platelets, on 
the contrary, may sometimes continue to decrease. 
It is not unusual to find a platelet count as low as 
10,000 per cu. mm. without any clinical signs ex- 
cept a tendency to bruise easily. It has also been 
observed that the platelet count may remain fairly 
stationary for a relatively long period, but the qual- 
ity of the platelets may'greatly improve as measured 
by the prothrombin consumption time. 

In studying thrombocytopenic purpura, the 
prothrombin consumption test is equally if not even 
more important than the platelet count. This can 
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be easily illustrated by comparing two patients. The 
first had a platelet count of 70,000, and a prothrom- 
bin consumption time of eight and one-half sec- 
onds; the second had a platelet count of 65,000 but 
a prothrombin consumption of fifteen and one-half 
seconds. The first had purpura and was in an ac- 
tive bleeding state, while the second was clinically 
entirely normal. It seems justifiable therefore to 
consider the latter case as uncomplicated thrombo- 
cytopenia, while the first is thrombocytopenic pur- 
pura. 

The treatment of thrombocytopenic purpura pre- 
sents a difficult problem. The most dangerous 
period is during the acute phase, since it is at this 
time that serious hemorrhages generally occur, in- 
cluding those into the central nervous system. 
Often it is difficult to determine whether the pur- 
pura is secondary, and if it is, to find and eliminate 
the causative factor. 

Splenectomy is particularly hazardous in the 
acute purpuric stage. The favorable results ob- 
tained from platelet transfusion, as recently report- 
ed, offer hope that this may be the means to tide 
the patient over the most critical period. Since a 
high percentage of acute cases, especially in chil- 
dren, eventually recover completely, splenectomy 
should not be done hastily. 

While some success has been obtained with 
ACTH and cortisone, it is already becoming evi- 
dent that these drugs will not solve the problem of 
treatment. 

In chronic thrombocytopenic purpura, splenec- 
tomy is still the only known successful therapeutic 
measure. 


The Coagulation Mechanism and Hemostasis 


Hemostasis is achieved by an orderly sequence of 
co-ordinated and physiologic responses and bio- 
chemical reactions. An attempt is made to present 
the major steps in the chart on the next page. 

When a blood vessel is injured, it contracts re- 
flexly, and the traumatized endothelium becomes 
sticky. If the contraction is great enough to bring 
the walls together, the vessel may be sealed by the 
gluing effect. In the primitive organism in which 
the blood pressure is low, these mechanisms suffice 
to produce adequate hemostasis. 

In the higher forms of life the process is more 
complex. Following these initial reactions, platelets 
begin to adhere to the injured endothelium, and 
they form a thrombus which probably assists me- 
chanically in sealing the vessel. As the platelets 
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The mechanism of hemostasis. 


agglutinate, disintegration occurs and a vasocon- 
strictor agent diffuses out, causing a sustained con- 
traction of the injured vessel as well as of others in 
the area. Fibrin strands appear to emerge from the 
platelet mass in and about the lacerated vessel, and 
soon a solid clot is produced. 

One may postulate that the injured tissue fur- 
nishes a very minute amount of thromboplastin 
which reacts with prothrombin, labile factor, and 
calcium to form a correspondingly small quantity of 
thrombin which initiates a chain reaction. It has 
recently been found that thromboplastinogen as it 
exists in the blood does not react with the platelet 
factor. It must first be activated and this appears 
to be brought about by the action of thrombin. 
The sequence of reactions may be postulated to 
occur as follows: 


1. Thromboplastinogen thrombin thromboplas- 


tinogen A (activated) 
2. Thromboplastinogen A-+-platelet factor = 
thromboplastin 


3. Thromboplastin+labile factor-+-Ca+pro- 
thrombin = thrombin 
4. Fibrinogen thrombin fibrin 


5. Fibrin+thrombin=Fibrin (thrombin) [ad- 
sorbed] 


It is obvious that the three agents participating 
directly in the chain reaction are platelets, throm- 
boplastinogen, and thrombin. As additional throm- 
bin is produced, more of the thromboplastinogen 
becomes activated, thus increasing the tempo of the 
autocatalytic reaction. In fact one can see that the 
chain reaction would run rampant were it not for 
an important checking mechanism which, interest- 
ingly enough, resides in the clot itself. Fibrin has a 
great affinity for thrombin and promptly adsorbs it. 
In this manner thrombin is removed and the chain 
reaction markedly slowed. 

The freshly formed clot instead of being a fait 
accompli is actually a reaction medium in which 
thrombin is slowly being formed, platelets disinte- 
grated, and a vasoconstrictor principle elaborated. 
Apparently these processes are essential for bring- 
ing about and maintaining hemostasis. A clot as a 
mere mechanical plug does not suffice. 

On the basis of these considerations, the nature 
of the hemostatic defect in various hemorrhagic dis- 
eases becomes clearer. In thrombocytopenic pur- 
pura, the clotting time as measured in the test tube 
is normal, and it seems reasonable to suppose that 
the formation of a clot intravascularly likewise is not 
delayed. But due to the lack of platelets, very little 
thrombin is formed, and whatever amount is pro- 
duced is promptly removed by adsorption to fibrin. 
The chain reaction is thus stopped. Furthermore 
the production of the vasoconstrictor substance 
fails due to the paucity of platelets which are the 
source of this agent. 

In hemophilia the causative factor of the defec- 
tive hemostasis is different but the basic end result 
is the same—inadequate formation of thrombin. 
Whenever the production of thrombin is decreased, 
whether it be from a deficiency of thromboplastino- 
gen, prothrombin or any other factor, the efficiency 
of the hemostatic mechanism is reduced and a 
hemorrhagic state, which may be either active or 
potential, is established. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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Che Suddenly Jl Baby 


BY KEITH HAMMOND, M.D. 
Paoli, Indiana 


When a baby suddenly develops fever, convulsions, pain, or certain other symptoms or signs, the 


doctor is likely to get an emergency call, especially at night. Although telephone diagnosis and treatment 
are sometimes safe, other times the Bell system will let you down. Then you may be routed out of bed 


In THIs brave new world, where science is king and 
the test tube and slide rule are symbolic of an age, 
it is still not trite to remark, concerning a baby, that 
he looks sick. Many of us have had the embarrass- 
ing experience of passing off a sick child as having 
only a minor ailment, only to have him proved 
later to be suffering from some more fearful disease. 
So, the observation that a baby looks sick may not be 
so naive as one might think at first, although I must 
admit that it is an approach which conjures a pic- 
ture of the physician as he appears in Sir Luke 
Fildes’ painting of “The Doctor” more than it does 
that of his modern white-coated counterpart. 
Sometimes even minor observations may mean 
the difference between the diagnosis of a stay-at- 
home illness and that of a hospital case. In this dis- 
cussion, we will consider only physical examination, 
symptoms, and history. Consequently, a diagnosis 
may not necessarily be reached, but one must admit 
that the doctor sees many sick children without 
making a diagnosis—sick children who recover 
without his ever really knowing exactly what ailed 
them. One may at times do no more, at the mo- 
ment, than to try and decide whether the sick infant 
has some ordinary garden variety of disease, or 


next morning to see a very sick baby and a mother with a that's-what-|-kept-telling-you-last-night look in her eye. 


whether he has something serious that may mean 
the difference between baby’s ripening to an old age 
and his merely adding to the current infant mortal- 
ity rate. 

Naturally, in any case, one should go ahead with 
facilities immediately at hand and attempt a diag- 
nosis promptly. When the diagnosis is in doubt 


He has 
something more 
than 

just a 


minor ailment. 


and cannot be established promptly, and where 
specific therapy might possibly be urgently needed, 
I would certainly not discourage going ahead with 
such therapy on presumption only. Mother would 
much rather have a live undiagnosed baby than one 
whose case has been completely worked up, even to 
include an autopsy report. 
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Sudden Fever 


To most mothers, a feverish baby is an emergency, 
and this often spells night work for the doctor. 
Considering the many causes for sudden high fever 
in a baby, one must admit that the emergency is not 


A live 
undiagnosed 
baby 

for 


mother. 


usually so great as she thinks. The most common 
causes, for example, might run somewhat as follows: 
the common cold and other minor respiratory infec- 
tions, tonsillitis, otitis media, the exanthemata, 
pyelitis in little baby girls, and a large number that 
you will never diagnose, but they will recover spon- 
taneously or after only simple symptomatic treat- 
ment. A baby can wheeze alarmingly with bronchial 
asthma, strictly allergic in nature, and have a rather 
high fever, which may tempt you to ply him with 
antibiotics. The fact that he does not look sick, re- 
gardless of how much his noise distresses mother, 
may justify your temperance and endear you to 
father because you spare his pocketbook. 

Not intending to infer that sudden high fever 
does not occur in such serious illnesses as, for ex- 
ample, meningitis, I consider that even high fever is 
not, in the vast majority of cases, indicative of seri- 
ous illness in a baby. If, for example, you are routed 
from bed by an anxious mother whose baby has sud- 
denly started to burn with fever, it is probably very 


The 

feverish baby 
is 

an emergency 
to 


mother. 


little risk to your reputation or to your patient’s 
welfare to prescribe aspirin for the baby and more 
bed rest for yourself until a more reasonable hour. 
I am presuming, of course, that the mother sees 
nothing alarming except the fever. 


We will not go into any further development of 
the case, but, needless to say, many such babies 
will be well or on the road to recovery by morning. 
Others will have developed physical signs or symp- 
toms that will lead you to a diagnosis. Only a very 
small number will become diagnostic problems, and, 
of these, only one out of ever-so-many will demand 
an urgent diagnosis. 

However, in these days of antibiotics and ACTH 
and cures for such things as influenzal meningitis, 
tuberculous meningitis, the Waterhouse-Friederich- 
sen syndrome, etc., the modern doctor must be all 
the more alert for even the faintest indications that 
might point the way to a diagnosis in these formerly 
morgue-bound babies. Back in the days when 
tuberculous meningitis, for example, had a 100 per 
cent mortality, time was an aid in diagnosis in that 
it eventually led to the stigmas which characterize 
this deadly ailment. 


Spasms 


Convulsions, like sudden high fever, constitute a 
common cause for alarm in the night. When asso- 
ciated with a high fever, they are not usually of such 
importance as spontaneous convulsions arising 
without any other evidence of disease. Here, again, 
I do not intend to imply that fits arising in associa- 
tion with a sudden high fever might not be an omen 
of a serious illness such as a central nervous system 
infection. However, when one considers how many 
more times they arise along with the high fever asso- 
ciated with less serious diseases, they are not neces- 
sarily indicative of anything immediately dangerous. 

Their direst significance is that, no other cause 
being found and with no other association than 
with fever, these children may be epileptics. Such 
babies, of course, may never have spontaneous at- 
tacks, and some may not have them until they are 
older. Your manner of handling them constitutes 
a part of the art of medical practice, as well as the 
science. I, personally, refrain from telling a mother 
that her baby may be epileptic after only one such 
attack. 

For the baby’s sake, after a second attack, one 
must speak of the possibility of epilepsy, and it is 
then that an electroencephalogram is recommended. 
One cannot very well request this procedure with- 
out informing the mother of what you have in mind. 
However, I never fail to cushion the shock of this 
revelation with the happy fact that idiopathic epi- 
lepsy is often controllable. 

Do not forget to keep in mind spontaneous tetany 
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in the newborn, arising out of unrecognized hyper- 
parathyroidism carried over from the mother. Dia- 
betic mothers may also have babies who will con- 
vulse, as a result of hypoglycemia. 

This still leaves some convulsing infants who 
need a diagnosis as quickly as feasible. It is not our 
purpose to carry the discussion further here, but it 
is sufficient to remark that continuous and frequent 
careful observation for leading signs or symptoms 
often constitutes the prudent course. Little babies 
can have brain tumors, most of which are heman- 
giomas and many of which are operable. Subdural 
hematomas, too, are so easy to overlook but so very 
important to recognize early. 


Coma 


The comatose or semicomatose infant will try 
your diagnostic skills, but never fail to inquire into 
whether or not baby has been getting any medicine 
lately or whether any not intended for him could 
have got into his inquiring mouth. Then, in the 
course of the physical examination, do not neglect 
to smell his breath for a fruity odor or for, say kero- 
sene. 

During the newborn period, somnolence, espe- 
cially if associated with cyanosis, is likely to be due 
to intracranial injury, which in turn may be inci- 
dental not only to delivery, but possibly to hemor- 
rhagic disease of the newborn. Along this line of 
thinking, it is extremely significant that about half 
of the babies which come to autopsy tables within a 
week of their birth show intracranial hemorrhages. 

These comatose or semicomatose patients are 
cases which, in the middle of the night, may not 
keep until morning; and their investigation must be 
continued from the time you are called until a diag- 
nosis is established and appropriate treatment is 
started. 


Sudden Pain 


I would say that most babies crying with pain are 
hungry, or have what is commonly called colic. 
Many of the rest of them have an otitis media. 
From there on the causes are legion, but intussus- 
ception and appendicitis come quickly to’ mind. 
Almost as quickly comes broken bones, and do not 
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fail to look for a strangulated hernia. Still, with all 
of this and more too, it is surprising how many 
babies you will find screaming with pain at 2:00 
A.M., physical examination negative, and recovered 
completely by the time you start your morning 
rounds. It is a mystery what is wrong with them! 


Vomiting 


Vomiting is a symptom so common and with im- 
plications so varied as to make a discussion of it im- 
practical in any volume smaller than one the size of 
the edited works of Shakespeare. A very common 
cause is overfeeding. However, never fail to keep in 
mind an allergy to cow’s milk in newborns, in 
which case soy bean milk will evoke a testimonial 
from mother that will rival anything you will ever 
see in the patent medicine ads. 

Remember the vomiting and abdominal symp- 


Most babies 
crying with pain 
are 

just 


hungry. 


toms in pneumonia, and, to confuse the issue, the 
vomiting and abdominal symptoms in appendicitis. 
Here again, do not forget a subdural hematoma. 
Then, polishing off this brief discussion, when 
you fail to find a cause for it, mother will be just as 
happy if you stop the vomiting, cause undeter- 
mined, by giving her new baby some atropine and 


phenobarbital, or possibly, some Coca-Cola syrup. 


Cyanosis 


There is never a time when cyanosis is not a seri- 
ous physical finding, except possibly when it is very 
transient, of a known cause, and promptly corrected 


Mama would be happy 
to have his vomiting 
—cause undetermined— 


stopped. 


by removal of the cause. All blue babies are sick 
babies, and it is imperative that the cause be found 
and, where possible, corrected with the least delay. 
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I know that I have done more emergency lifesav- 
ing and prevention of later disability with a soft 
rubber catheter than any equipment I own. Having 
corrected this earliest and commonest cause of 
cyanosis; namely, that of the newborn incident to 
aspiration during delivery, the little baby is host to a 
number of later causes of anoxia. 

The cyanosis associated with a partial atelectasis, 
for instance, even after you think the baby has been 
thoroughly aspirated, may occur and recur only 
transiently, and must be corrected. However, other 
than respiratory causes, intracranial injury during 
delivery may cause cyanosis. 

Seldom will cyanosis due to congenital heart dis- 
ease be present without a murmur. However, the 
murmur, and even the cyanosis, may not appear 
until some time after birth. 

Finally, never forget methemoglobinemia, which 
may be induced by coal tar derivatives and which is 
so deadly if not corrected. 

Although placing the cyanotic infant in an at- 
mosphere of oxygen may not help him, I can recall 
no instance where it would not be the proper thing 
to do, at least until your investigations are com- 
pleted and, where possible, more appropriate 
measures taken. 


Respiratory Obstructions 


This leads to another matter I would like to touch 
upon—the subject of respiratory distress of one sort 
or another. I realize, of course, that this has been 
partially covered while discussing cyanosis, but 
what I had in mind was interference with breathing 
strictly because of obstruction, with or without cy- 
anosis. For example, it is not uncommon to be sum- 
moned from dreamland to bleary-eyed wakefulness 
because of the brassy cough of a croupy baby. 

Cognizant of the serious causes of croup, such as 
diphtheria, I nevertheless recognize that it is usu- 
ally less serious, and it often responds to simple 
measures. However, it must never be neglected nor 
taken lightly, and the picture of rapid progression 
to death of an infant with laryngeotracheobron- 
chitis must be kept ever in mind, along with that of 
membranous croup. 

To my mind, the appearance of cyanosis in asso- 
ciation with the croup changes the case from one in 
which grandma might be humored and allowed to 
participate in the treatment with improvised croup 
tent etc., to one in which the patient should be hos- 
pitalized and managed entirely by the doctors and 


nurses. 


forget how easy it is to get a culture for diphtheria. 
On the other hand, I believe that we should not 
withhold antibiotics while we scientifically study the 
case, because so many of these croupy babies will 
make an unscientific recovery while we are studying 
them. 

It does not often happen at night, but when 
mother is ironing in the kitchen or laundry and her 
baby, presumably well, is suddenly seized with a fit 


may make 

an unscientific 
recovery 

while 

he is being 
scientifically 
studied. 


of coughing in another part of the house, he has 
probably aspirated a foreign body. If his coughing 
stops, he probably still has done so, and if it stops 
only te recur at intervals he is the best possible 
candidate for the bronchoscopist. In any case, in- 
terference with breathing constitutes a real emer- 
gency and demands investigation by all means at 
your disposal. To fail to refer the patient for further 
investigation, if you have exhausted your own re- 
sources and are still doubtful, even if it is a great 
inconvenience to the parents, is very unwise. I must 
admit that if nothing is found and baby makes an 
uneventful and spontaneous recovery, you may not 
be called the next time he is ill, but Hippocrates 
intimated that there would be days like these. 


Hemorrhage 


Visible hemorrhage, fortunately, is an emergency 
that occurs with relative infrequency in a baby. 
However, there are few doctors who deliver or 
otherwise attend babies who have not been called at 
night to retie the umbilical cord of a baby born a 
few hours before. 

Vaginal bleeding from newborn girl babies is not 
uncommon and is usually not serious, although it 
may be one manifestation of hemorrhagic disease. 

Serious bleeding can occur from the rectum, as 
from polyps or intussusception, but most doctors 
who see many babies will often see one, outwardly 
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healthy and in no distress, who passes a little blood 
per rectum during the first few weeks of life and 
thereby produces less damage to the infant than it 
does distress to the mother. 

Hematuria is usually due to hemorrhagic disease 
or scurvy in babies under 6 months. Later causes 
are numerous, but it is well to remember that you 
will miss a lot of kidney tumors if hematuria is 
falsely retained in your mind as a leading symptom. 

Only the grownups are cursed with hemoptysis. 


Sudden Paralysis 


Sudden paralysis, although rare, can occur and is 
certainly cause for parental anxiety, to say the least. 
I cannot say what would be the commonest cause, 
but it is not uncommonly the first symptom of polio- 
myelitis to be noticed by parents—especially those 
placid parents, usually with several children, who 
are accustomed to treating their offspring with 
aspirin when they have nothing obviously wrong 
with them except a little fever. 

Most of us will practice a lifetime and never see a 
child with the familial type of periodic paralysis, 
that responds so dramatically to potassium. Intra- 
cranial growths or hemorrhage may cause sudden 


spontaneous paralysis. You will probably call in- 
fectious polyneuritis (Guillain-Barré syndrome) 
poliomyelitis at first glance, and maybe even at sec- 
ond and third glances. 


Baby 
has aspirated 
a foreign body. 


You will see that we have mentioned only a few 
of the signs and symptoms that appear suddenly, 
and for which you are likely to be called in emer- 
gency, especially at night. However, they pretty 
well cover the etiology of such night calls, and, as 
much as we hate to admit it, even to ourselves, there 
is not a case covered here which should not be given 
the benefit of the laying on of hands. Telephone 
diagnosis and treatment are safe most of the time, 
but another time the Bell system will let you down 
and bolt you out of bed next morning with a very 
sick baby and a mother with a that’s-what-I-kept- 
telling-you-last-night look in her eye. 


Che Case Keport 


Tue danger of drawing clinical conclusions from 
isolated clinical cases is not generally recognized, 
and the high incidence of this type in current 
medical literature is shown by the fact that in 
twelve issues of one American journal in 1950-— 
1951, there were 196 articles of which sixty were 
of the single case variety and in fifty-two issues of 
another journal (weekly) there were fifty-five sin- 
gle case reports out of a total of 150 articles. 
Here are examples of profound conclusions 
gleaned from single case studies. Of course these 
were accompanied by literature reviews of varying 
degrees of completeness: “It is suggested that 
scleroderma is truly another of the disease of the 
collagen system.” The term “suggested” indi- 
cates conservatism! “A fatal case of myocardial 
contusion exemplifying our concepts of the mode 
of injury, pathology, diagnosis, and treatment has 
been presented.” Indeed a modest conception! 
“The necessity for removing symptomless intra- 
thoracic tumors is emphasized by the fatal out- 


come of this case.”” An emphatic appeal for more 
surgery because one patient died! “A case of 
proved lymphoblastoma is reported which had 
not responded to other therapeutic measures and 
was progressing to its terminal phase, but with 
the use of cortone showed a dramatic improve- 
ment in physical status, blood picture, and gen- 
eral well-being.” When a terminal phase is not 
terminal! ‘‘A case of enterococcus subacute endo- 
carditis was successfully treated with penicillin 
and coronamide.” Proof of the therapeutic effect 
of penicillin, or coronamide, or both! 

Perhaps these quotations are extreme examples 
of presumptuous claims, but such examples are 
common enough to mislead the uncritical reader. 
We do not intend to leave the impression that 
there is no value in the single case report, because 
outstanding contributions to the growth of medi- 
cal science have been made by reports of carefully 
studied cases.—L. E. Hines and D. L. Kesster. 
Surg., Gynec. ¢ Obst., 95: 123, 1952. 
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Present Status of... 


Tue treatment of alcoholism with disulfiram 
(Antabuse) is not well suited to the management 
of occasional patients by general practitioners. 
The method is better used in hospital or private 
clinics or by an individual practitioner handling 
large numbers of alcoholics. 

Disulfiram is tetraethylthiuram disulfide, a 
chemical used for years in vulcanization of rub- 
ber, and discovered accidentally to produce a 
pronounced intolerance for alcohol. The drug in- 
terferes with enzymatic oxidation of alcohol, so 
that a rise in acetaldehyde results, and severe 
toxic effects or death may follow. 

Various criteria have been used by investigators 
for selection of patients for disulfiram treatment. 
In a review in the Journal of the American Medical 
Association for September 13, 1952, Larimer de- 
tailed the working concept of the Allan Memorial 
Institute at Montreal. There an alcoholic is de- 
fined as “anyone who feels the need to drink, who 
routinely gets into trouble when he drinks, or 
(most definitely) who cannot stop drinking once 
he has started.” 

Although some physicians have administered 
disulfiram without regard to patients’ attitudes 
toward their drinking, Larimer believes that lack 
of self-motivation to stop drinking is a primary 
contraindication to acceptance of patients for 
treatment. Other relative contraindications listed 
by this author and by others include diabetes 
mellitus (more difficult to control), cardiovascular 
diseases (risk of serious effect from hypotension 
accompanying disulfiram-alcohol reaction), portal 
cirrhosis, epilepsy, acute or chronic nephritis, 
goiter, and pregnancy. 

In a report of the Council on Pharmacy and 
Chemistry in the Journal of the American Medical 
Association for May 17, 1952, it was stated that 
disulfiram treatment should not be prescribed by 
“physicians who are unwilling or unable to insti- 
tute other appropriate measures for the physical, 
emotional, and social rehabilitation of the alco- 
holic.” Larimer agrees with this and gives special 
emphasis to collaboration with Alcoholics Anony- 
mous and to a strong follow-up program. 

At the Allan Memorial Institute, alcoholics are 
managed entirely on an outpatient basis. Patients 


Disulfiram ( Antabuse ) Therapy of Alcoholism 


must have been without alcohol for forty-eight 
hours. After a preliminary briefing and group dis- 
cussion, those who decide to accept the treatment 
are given a supply of disulfiram tablets for the 
next week. Larimer does not mention dosages, but 
the A.M.A. Council report recommends 0.5 Gm. 
daily during the initial stage of treatment, and a 
maintenance dose not to exceed 0.25 Gm. daily. 

After one week of taking disulfiram, Larimer’s 
patients return to the clinic, bringing with them 
a supply of their favorite alcoholic beverage. This 
they drink while under constant observation in 
the hospital. The resulting ‘‘experience session” 
teaches them what to expect if they imbibe alcohol 
while taking disulfiram. If the reaction is too 
severe, it can be promptly aborted by intravenous 
administration of ascorbic acid or saccharated 
iron. The pattern of reaction is shown in the 
accompanying table. 


Reaction to Alcohol in Patients Taking Disulfiram 


Hour Reaction 

1200 Drinking starts 

1210 Flush and warm sensation starts on face 

1230 Flush spreads. Blood pressure drops. Somnolence| 
develops. 


1230 to 1330 | Sleeping 
1330 to 1600+ | Awake. Vomiting severely. 


After 1600+ | Aperiod of further sleep foll dby \ 
with good appetite 


After starting to take disulfiram, patients devel- 
op drowsiness. Usually this is not objectionable, 
but it can be controlled if necessary with amphet- 
amine or a related drug. Many patients also have 
various other symptoms that they wrongly ascribe 
to disulfiram. These symptoms are usually due to 
anxiety or other psychic disturbances reflecting 
basic disorders plus withdrawal from alcohol. 

Results of Larimer’s disulfiram program com- 
pare favorably with other methods of treating al- 
coholism, such as conditioned reflex therapy. 
Thus, during the twenty-seven months covered by 
his report, 193 patients were treated. Seventy-five 
patients broke contact and were lost from the 
study. Of the remaining 118 patients, eighty-nine 
(76 per cent) were improved, while twenty-nine 
(24 per cent) showed no improvement. 
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Psychotherapy-How Co Begin 


BY IAN STEVENSON, M.D. 
Lovisiana State University, New Orleans, Lovisiana 


Simple, scientific psychotherapy can be practiced by any physician who is interested enough to try—and 
with less expenditure of time than is required for repeated consultations for symptoms that can be 


suppressed by medicines, but only removed by psychologic healing. Psychotherapy in simplest 


form gives patients opportunities for self-expression and releases tensions. The basis of success is a 


Figure 1. Guilt is reduced as the doc- 
tor shows friendliness to the patient. 


ALL physicians are obliged to practice some psycho- 
therapy during the course of their ordinary work. 
It is to be hoped that this practice will continue and 
increase, since major and disabling mental illnesses 
may be prevented by the treatment of early and 
minor emotional disturbances by those practitioners 
who see them first. Many general practitioners and 


noncritical, constructive, accepting attitude on the part of the doctor. 


internists are diffident about engaging in something 
which seems as complicated as psychotherapy. 
More often they think that they do not have the 
time for it. Yet a simple and scientific psychother- 
apy can be practiced by any physician who is suf- 
ficiently interested to try. And the time consumed 
by physician and patient in psychotherapeutic in- 
terviews is likely to be much less than that occupied 
in repeated consultations for symptoms which can 
be tampered with and temporarily suppressed by 
medicines, but only finally removed by psychologic 
healing. In the present article and a succeeding 
one, some simple principles of psychotherapy will 
be presented with the hope of encouraging general 
practitioners and other specialists who are not psy- 
chiatrists to apply these principles in their everyday 
practice. 

The psychotherapy to be discussed is essentially 
expressive (on the part of the patient) and suppor- 
tive (on the part of the doctor). It demands little 
interpretive activity by the doctor. The details of 
technical skills needed in more serious cases are not 
discussed. It is assumed that psychotherapy will be 
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applied by general practitioners only after they 
have excluded psychoses and have placed the pa- 
tient’s illness in the group of psychoneuroses or 
psychosomatic disorders. The present article will 
consider the elements of the theory of psychother- 
apy and some problems in starting psychotherapy 
with a new patient. The succeeding article will con- 
sider the activity of the doctor in encouraging the 
patient’s expression and in directing the inter- 
views so that they are constructive and therapeutic. 


Origins of Psychoneuroses 


No extensive theoretical formulation of psycho- 
therapy will be offered here, but it may be helpful 
for the physician to have in mind a general concept 
of psychotherapeutic theory and goals. 

The symptoms (whether physical or mental) of 
the patient to be treated by psychotherapy, are de- 
rived from disturbances of the central nervous sys- 
tem which are in turn derived from disturbances in 
the patient’s relations with other people and within 
himself. These disturbances are partly the result 
of the situation in which the patient is immersed 
and partly the result of his particular way of looking 
at this situation. In turn, both the situation (over 
which he always has some control) and his way of 
looking at it, are expressions of his personality. 

The basis of personality is a constitution with 
which the patient starts life. During the early years 


Figure 2. The patient learns to ac- 
cept all aspects of his personality. 


of life this personality is somewhat plastic and 
adaptable. Adaptations are made to the stressful 
circumstances in which the child lives, by appro- 
priate psychologic defenses. Unfortunately as the 
personality becomes more rigid with age, these de- 


fenses may be carried over into adulthood and ap- 
plied inappropriately. 

For example, if a boy’s father repeatedly scolds or 
derides him for what he says, the boy will soon learn 
to protect himself by being quiet when the father is 
home. But he may also become quiet with others 
and then withdraw from them and isolate himself. 
He may continue this psychologic defense long 
after he grows up and leaves his home. Or if his 
mother is a controlling person who thwarted his 
healthy strivings for self-expression, he may later 
act toward other women as if they are controlling, 
when in fact they are not. 

Everyone carries over from childhood in a similar 
manner psychologic defenses which were appropri- 
ate then, but which are not necessary and hence 
inappropriate in adulthood. Setting aside the im- 
portant contribution of constitution to psychoneu- 
roses, we may say that in persons with psychoneu- 
roses the experiences of childhood have been more 
painful and the psychologic defenses greater and 
more enduring. The essence of a psychoneurosis 
consists in the fact that the patient looks at the 
present through the eyes of the past. His testing of 
current reality is impaired. He retains all the de- 
sires and impulses—social, aggressive, sexual— 
which are common to humanity, but the defenses 
which he has brought with him from childhood pre- 
vent the free expression of these impulses. Efforts 
at such expression are either inhibited altogether or 
attended by anxiety and guilt. A state of conflict 
between impulses and defenses is constantly pres- 
ent. This is felt by the patient as a state of general 
mental and physical tension, or the tension may be 
channeled more narrowly into particular organs, 
with the production of the common physical symp- 
toms of psychoneuroses and psychosomatic dis- 
orders. In addition to the psychic and physical ten- 
sion, the patient’s relations with others are neces- 
sarily impaired by his distorted view of them, and 
this leads to alienation and isolation from other 
people and further obstacles to the gratification of 
natural impulses. 

Fortunately there is in everyone a tendency to- 
ward mental health and a potentiality for sound 
judgment of reality. It is the purpose of psycho- 
therapy to mobilize these resources within the pa- 
tient. The principal method of psychotherapy is 
the encouragement of the patient to talk about his 
experiences and related feelings. Most of the efforts 
of the doctor are directed toward encouraging the 
patient’s expression. In a good therapeutic inter- 
view most of the talking is done by the patient. In 
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what way is this talking therapeutic? We find that 
it is effective in several different ways. 

a) As the patient exposes his feelings and atti- 
tudes (past and present) to the doctor, the latter 
shows a tolerant, accepting, and understanding at- 


Figure 3. Unrealistic fanta- 
sies are tested and decreased. 


titude. This greatly diminishes the patient’s guilt 
and anxiety, increases his self-respect, and decreases 
his feelings of being “‘different,” ‘“‘bad,” “‘inferior,” 
or (most important of all) ‘‘unlovable.”” In short, it 
abolishes the need for defense. Perhaps for the first 
time in his life, the patient can talk freely and with- 
out guarding and indirection. From the construc- 
tive relationship with the doctor, there is soon a ra- 
diation to the patient’s relations with other persons. 
He becomes less defensive and freer toward them. 
He is thus enabled to draw closer to them, and this 
leads to enhanced gratifications of his needs, wishes, 
and impulses. 

b) As the defenses are loosened by the doctor’s 
acceptance, the patient comes to face within himself 
feelings and attitudes of which he had been only 
dimly, or perhaps not at all aware previously. He 
learns to recognize these as parts of himself to be 
accepted and managed. Moreover these alien feel- 
ings and attitudes are related to previously obscure 
behavior on the part of the patient and the behavior 
becomes explained by the underlying attitudes and 
feelings. As the patient becomes fully aware of all his 
feelings and attitudes and of the meaning of his be- 
havior, he has a much greater opportunity for con- 
trol and choice in his behavior than was the case 
when portions of himself were acting outside his 
professed intentions. 

c) As mentioned before, the patient has usually 
defended himself from the supposed dangers of self- 
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expression. Suppression of the impulse to expres- 
sion promotes fantasy. Fantasy tends to feed itself 
and thereby tensions are magnified. By the time 
many patients reach the doctor, they have inflated 
their grievances to vastly exaggerated proportions. 
As a patient expresses these grievances, he cuts and 
edits the content in keeping with what he thinks the 
doctor will accept. Expression thus leads to clarifi- 
cation. But in doing this the patient becomes some- 
what aware of the difference between what he thought 
and what he was able to present openly to a neutral 
person. This improves the testing of reality, re- 
duces distortions, and hence promotes more realis- 
tic relationships with other people. 

Talking obliges the patient to take a stand on 
issues which he has previously avoided. He must 
commit himself on something, if only to the doctor. 
This is excellent training for persons who have been 
fearful of commitments and decisions. As one pa- 
tient put it to his doctor, “When I tell you how I 
feel about my husband, I can’t go home and pretend 
I feel differently.” 

d) A general principle of psychic function is that 
all tension sets in motion a tendency toward its re- 
duction. Homeostasis operates in psychic as well as 
in physical function. Ifa strong feeling or impulse 
cannot be expressed openly and acceptably, it will 
surely be expressed obliquely and perhaps violently. 
Talking serves to discharge much accumulated ten- 
sion. In this respect it lies half-way between think- 
ing and acting. If the patient can demolish verbally 
the objects of his hostility he will not do so phys- 
ically. 

e) When a person passes through a stressful ex- 
perience, residual emotional disturbances may re- 
main. First, the expression of the emotion appro- 
priate to the situation (whether fear, anger, grief, 
or other variety) may be suppressed for some rea- 
son. Yet the undischarged emotion may continue 
to exert pressure tending toward its expression. 
This contributes to the total psychic and physical 
tension carried by that person. When the incident 
is relived as the patient talks about it, the previously 
inhibited emotion may be more fully expressed un- 
der the supporting influence of the doctor. Un- 
finished business is concluded, and tensions cor- 
respondingly reduced. Second, the painful situa- 
tion may not be adequately mastered, and the per- 
son will carry with him residual anxiety related to 
this situation and all similar ones. He is sensitized 
to these situations, and when he encounters them 
anxiety is evoked. In the therapy the patient is 
obliged to face at least in fantasy, the situation or 
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situations which were previously too difficult for 
him and to which he became sensitized. From fac- 
ing the situations in this attenuated form, he gradu- 
ally gains strength to master them in reality. Thus 
in psychotherapy there occurs a counteracting de- 
sensitization quite analogous to the desensitization 
processes of immunology. 

f) The discussion of both past and current diffi- 
culties in the same interviews helps the patient to 
see parallels in his behavior in these situations. Pa- 
tients usually attribute any strong emotional reac- 
tion entirely to the current situation and feel that 
their emotions are quite appropriate and “righteous” 
to the situation. They think anyone would feel the 
way they do in a similar predicament. Nevertheless 
people differ considerably in their feelings with re- 
gard to similar predicaments. The patient has to 
learn that his emotional state is a product of both 
the external situation and his own personality and 
not of one alone. He may be led to this understand- 
ing by recognizing that he reacts, for example, to his 
wife’s irritability the way he did to his mother’s 
scolding. Such a recognition of repetitive behavior 
patterns is a step toward acceptance of responsibil- 
ity for one’s behavior and toward modification of 
that behavior. This modification comes from the 
realization by the patient that his behavior in the 
present is much composed of old defensive adapta- 
tions toward persons of the past. The inappropri- 
ateness of such archaic defenses can be seen, and 
the defensive behavior cast aside. Any decrease in 
defensive behavior leads to greater closeness to 
others and increased gratifications. 

In summary, the acceptance of the patient by the 


Figure 4. Expression substitutes 
for action in relieving tension. 


doctor loosens defenses against verbal self-expres- 
sion. This is followed by increased verbal self-ex- 
pression with other people and increased action 
leading to the gratification of previously unsatisfied 
impulses. The patient is freed from the accumu- 
lated tensions arising from constant suppression of 
impulses, feelings, and wishes. Further, from the 
expression of his ideas, feelings, and conflicts comes 
greater self-understanding and self-acceptance. Re- 
ality testing is improved, the past is separated from 
the present, the present is seen to be less threaten- 
ing, and grievances are seen to have been exagger- 
ated and distorted. All this also leads to improved 
relations with others and hence greater opportunity 
for gratifications. 

The wisdom of expressing feelings has been 
recognized for centuries by authors and poets. One 
beautiful expression of this theme is found in 
William Blake’s “A Poison Tree”’: 


I was angry with my friend: 

I told my wrath, my wrath did end 
I was angry with my foe: 

I told it not, my wrath did grow. 


This truth applies not only to the expression of 
anger. It is equally important for the patient to 
learn the expression of fear, grief, and of all the 
positive emotions of love and tenderness. 

Because they recommend self-expression, psy- 
chiatrists are often erroneously charged with en- 
couraging patients to indulge in temper tantrums 
or in tedious wailing of their misfortunes to others. 
Experience shows that encouragement of the free 
expression of feelings does not torture the friends 
of patients. The previous pattern of the patients 
has often been an erratic alternation between out- 
bursts of hostility and complete inhibition of self- 
expression. As the latter diminishes so does the 
former, and the patients become more, rather than 
less companionable. 


The Importance of the Doctor's Attitude 


Since healing is achieved through the patient’s 
talking, success depends upon the doctor’s ability 
to encourage the patient’s expression of his feel- 
ings. The patient has already tried talking to his 
friends and that did not help. It did not help be- 
cause sooner or later the friends became bored or 
critical, or they told him what to do. The core of 
successful psychotherapy is a noncritical, construc- 
tive, and accepting attitude on the part of the 
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doctor. Such an attitude, if persisted in, will even- 
tually win over the patient from any initial reluc- 
tance he may have to talking about himself. Con- 
versely, if the doctor lapses from this attitude and 
hetrays feelings of impatience or condemnation, the 
psychotherapy will become blocked. 

The foregoing is not meant to imply that the 
doctor should feel obliged to approve all of the 
patient’s behavior. It does mean that the doctor 
accepts him as a worthy person despite his be- 
havior, and recognizes that his behavior has some 
meaning and purpose for him. 

The doctor’s attitude should be one of friendli- 
ness but not of maudlin sympathy. Some physicians 
sympathize excessively with their patients and 
come to think or say, “Well, I would feel the way 
he does if I were going through the same experi- 
ence.” Such a belief blocks the physician’s efforts 
to help the patient modify his attitude to the situa- 
tion in which he is involved. The physician must 
constantly bear in mind that the suffering of the 
patient arises much more from his attitude than 
from the situation, and that even the situation 
itself is at least partly of his own making. Such 
recognition does not mean any lack of appreciation 
of the suffering which comes to the patient. 

An essential ingredient of the physician’s ap- 
proach is the effort to listen to the patient as an 
individual person for whose problems separate and 
individual solutions must be found. The physician 
must constantly guard against openly or tacitly 
imposing his particular solutions, which may be 
quite suitable for him, on the patient for whom 
they may be quite unsuitable. This danger is one 
of the chief reasons for the rule against giving ad- 
vice in psychotherapy, but the problem extends 
into all the psychotherapy. In many subtle ways 
falling short of direct advice, the doctor may for- 
mulate the patient’s problem in terms of his own 
needs rather than with those of the patient in 
mind. When we find ourselves irritated because the 
patient cannot see something which is “clear and 
simple” to us, the fault may lie in insufficient 
acceptance of the individuality of the patient’s 
needs and abilities. 

Although the prime function of the doctor is to 
be an understanding and constructive listener, he is 
by no means a merely passive sounding board for 
the patient. The patient’s understanding of himself 
can be greatly hastened and heightened by ap- 
propriate comments and interpretations from the 
doctor, which subject will be discussed in further 
detail in the final paper of this series. 
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Figure 5. The patient discovers patterns 
of behavior carried over from childhood. 


It is not necessary to tell the patient he is receiving 
psychotherapy. Physicians are frequently puzzled 
about starting psychotherapy and think they should 
explain to the patient what they are doing. With an 
educated patient who already has some insight into 
psychosomatic mechanisms, it will be desirable and 
helpful to give a brief explanation of the need for 
psychotherapy. With less educated and more re- 
sistant patients, the psychotherapy simply becomes 
a gradual extension of the history-taking. This 
blending may be imperceptible to the patient. How- 
ever, some explanation should be given to the pa- 
tient about the need for further visits. For example, 
he may be told, ‘“There seems to be a lot more to 
what we have been talking about today, and I think 
it all ties in with your symptoms. I suggest we con- 
tinue talking about these things over the next few 
weeks or more.” 


Helping the Patient Talk About Emotions 


Almost invariably the opening phase of psy- 
chotherapy is concerned with helping the patient 
to see that his symptoms (even though physical 
in mechanism) are psychologic in origin. Some- 
times this step is achieved during the history-tak- 
ing, and it is often helpful to prolong the history- 
taking until both the doctor and the patient under- 
stand the relationship between the symptoms, life 
situations, and feeling states of the patient. (For 
details relative to this, see the previous articles on 
"Evaluating Psychosomatic Disorders. ’’) 

We may also spend several interviews (once a 
week) going over with the patient the principal 
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Figure 6. The patient becomes desensitized to painful 
situations by facing them with the help of the doctor. 


events of his life since the last visit and trying to 
correlate these events with changes in his emotional 
state and in his symptoms. If this is done tactfully 
the patient does not resent it, but rather appreciates 
the thoroughness shown and is all the more con- 
vinced by the several examples which arise. Time 
spent in simple explanations of psychosomatic 
mechanisms is profitably invested. Sometimes a 
patient protests, ‘You are saying there is nothing 
wrong with me.” He is told, “Not at all, there is 
something wrong with you, and we know you are 
suffering from palpitations (or other symptom). 
But that does not mean that your heart is itself 
diseased any more than you could say a car was at 
fault if it was not driven properly. And your heart 
is not being driven properly just now.” For the 
acceptance of statements as those just mentioned, 
a thorough physical examination must have pre- 
ceded. 

Often much may be gained from a detailed in- 
quiry into all the activities of the patient through- 
out a particular day or several days. This is espe- 
cially valuable in patients who vigorously insist 
that ‘there is nothing worrying me,” although they 
are manifestly tense. It is true that many such pa- 
tients have no major crisis or stressful experience 
to cope with. Their tension arises from attitudes to 
problems of everyday living. In such a patient, some 
slightly increased stress of which he is not aware, 
will increase the total amount of tension to the 
symptomatic level. When we examine the daily 
life of these patients, we find violations of elemen- 
tary mental hygiene such as perfectionistic house- 
keeping, failure to set aside time for leisure, etc. 
A need to control the routine of others in the 
household may be revealed. If these matters are to 
be detected, the inquiry should focus not only on 


the events of the day, but also upon the attitudes of 
the patient toward them. 

We may also approach the relation of symptoms 
and emotions by drawing attention to the evidence 
of overt psychic disturbance in the patient. We 
may say, for example, ‘I notice you are somewhat 
nervous and upset. Can you tell me about this? We 
find that nervousness like yours often interferes 
with the work of the body, and I think that may 
have a lot to do with your trouble.”” Such com- 
ments stimulate the patient to talk about his an- 
xieties instead of his physical symptoms. 

If the patient, despite the above-mentioned ef- 
forts, denies a psychologic origin of his symptoms, 
this should not be pressed forcefully on him. It is 
unwise and unnecessary to make an issue of the 
matter. Neither need psychotherapy be abandoned, 
for the conversation may be turned casually into a 
discussion of the patient’s work, life, or interests, 
until he is led unknowingly to talk about his emo- 
tional problems. Later, as the patient’s feeling state 
improves, he will spontaneously report an im- 
provement in his symptoms and so reveal that he 
has achieved an insight into the relationship be- 
tween the symptoms and his psychic state. 

In helping the patient to speak of life situations, 
emotions, and attitudes rather than symptoms, the 
greatest aid is the obviously keener interest of the 
doctor in the former group of subjects than in the 
latter. When the patient talks of symptoms the 
doctor shows a permissive but not particularly 
enthusiastic attitude. As soon as there is any men- 
tion of life situations or feelings, the doctor shows 
interest immediately by his facial expression and 
perhaps by repeating the words with which the 
patient made this allusion. For example when the 
patient is talking about the severity of his symp- 
toms, he may mention his wife’s opinion that they 
are not as bad as he thinks they are. The doctor 
may then quickly say, ‘Your wife? You mentioned 
her attitude. Tell me more about that.” 


Management of Physical Symptoms 


Closely related to the problem of guiding the pa- 
tient toward insight into psychosomatic relation- 
ships is the management of the patient’s physical 
symptoms while the more fundamental psycho- 
therapy is having its slower effect. The attitude of 
the physician to these symptoms may greatly assist 
or impede the psychotherapeutic work. Patients 
will return again and again to the recital of their 
symptoms, to requests for further physical or 


GP e Volume VI, Number 6 


— 
~ 
62 
- 
2 


laboratory examinations, and to demands for urgent 
relief of physical discomforts. The physician must 
therefore be clear in his own mind about the 
mechanism of the patient’s symptoms. No psycho- 
therapy (beyond that inherent in good history- 
taking) should be undertaken until the mechanisms 
of symptoms have been thoroughly studied and 
understood. Tests and examinations—however many 
in number—should be continued until the physician 
is convinced that the patient has a functional ill- 
ness amenable to psychotherapy. Then the tests 
must be completely stopped, and the task of helping 
the patient to understand his illness should be 
continued by explanation and education. 

If after a period of psychotherapy the patient 
has an exacerbation of symptoms, the doctor may 
be assailed by doubts as to the accuracy of his di- 
agnosis. He accuses himself of not having entirely 
excluded cancer, amebiasis, brain tumor, etc. He 
seeks to silence these thoughts or the demands of 
the patient by ordering further tests. This is likely 
to disrupt the psychotherapy, because the patient 
now doubts not only the diagnosis, but whether 
the doctor knows what he is doing at all. The 
physician should therefore pursue physical exami- 
nations sufficiently to convince himself of the me- 
chanisms of the symptoms and then stop. Excep- 
tions are naturally made when the patient develops 
an entirely new and unaccountable symptom. 

The symptoms of psychoneuroses and psycho- 
somatic disorders are often severe, and it may be 
necessary to employ symptomatic treatment at first. 
Patients with pain from peptic ulcer or dyspnea 
from asthma, are certainly entitled to the standard 
measures of relief for these symptoms. The physi- 
cian should tell the patient that such measures are 
directed at peripheral mechanisms and designed to 
offer temporary comfort only until he can be 
helped more lastingly. 

Usually sedatives for the relief of anxiety are to 
be avoided. Anxiety provides much of the imme- 
diate motivation of the patient to talk about his 
troubles, and if it is suppressed the patient may 
become so comfortable that he has no need to 
continue talking. Furthermore, the use of sedatives 
encourages dependency and also serves to focus 
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Figure 7. When the patient can talk freely with 
one person, he can be less defensive toward others. 


the attention of the patient upon his body, thus 
often appearing to the patient as a contradiction 
to the psychotherapy. Finally by abolishing some 
of the principal symptoms, sedatives make progress 
difficult to evaluate. Sedatives are therefore best 
reserved for those patients who have intolerable 
insomnia, and then they should be used sparingly. 
Many patients with insomnia are found to sleep 
well into the next morning when they do finally get 
to sleep. The result is that they actually get the 
usual amount of sleep but have difficulty in getting 
to sleep. This can be helped by instructing them 
never to spend more than eight hours in bed a day 
whether they sleep or not. If they do not sleep 
more than a few of these eight hours the first 
night, by the second night there will be sufficient 
physiologic need to promote sound sleep. 
Whenever symptomatic medicines are offered to 
the patient, this should be done frankly and with 
understanding by both doctor and patient of what 
is being done. Placebos should not be given. The 
symptoms of any disease (including the pain of 
brain tumors) may be temporarily relieved through 
the suggestive power of placebos. Such relief proves 
nothing relevant to the diagnosis or treatment, un- 
less it is the suggestibility of the patient. Placebos, 
like sedatives, also tend to fix the attention of the 
patient on his body and thus divert him from the 
study of his emotional problems. And if the patient 
discovers the deception, he must receive his 
psychotherapy from another physician. 
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Present Status of... 


Jupeinc from their experience at Children’s Hos- 
pital in Washington, McGovern and Gillespie be- 
lieve that nonpenetrating abdominal wounds in 
children commonly offer difficulty in diagnosis 
and management. The authors contend that any 
severe abdominal injury is serious, and that pa- 
tients must be closely followed, preferably in a 
hospital. Often a clinical impression changes 
while a patient is being watched. For example, a 
ruptured viscus may produce few signs at first, 
and “delayed” rupture and late sequellae are 
relatively common. 

In order of frequency, the principal accident- 
situations that should suggest intra-abdominal in- 
jury are bicycle accidents, sledding accidents, 
direct blows to the abdomen, and automobile 
accidents. 

In the management of a case of intra-abdominal 
injury, shock must be attended to first. A tube is 
inserted into the stomach for diagnostic purposes 
(detection of blood) and to relieve gastric dilata- 
tion. Later this tube may facilitate operative ex- 
ploration. 

The abdomen should be examined carefully 
(and repeatedly), looking for tenderness, spasm, 
and masses. Rectal examinations may disclose 
blood, or bulging in the cul-de-sac from intra- 
peritoneal hemorrhage, or sometimes spicules of 
bone from pelvic fractures and crepitation of air 
in pelvic connective tissue. 

A specimen of urine should be examined—ob- 
tained by catheter if necessary. Rupture of the 
bladder may be suspected when one cannot re- 
cover the same amount of saline injected through 
an indwelling catheter. Intravenous pyelography 
is indicated when the urine is bloody or if there is 
any other reason to suspect kidney damage. 

Certain x-ray examinations should be made 
routinely—chest film and flat plates of the ab- 
domen in erect, supine, and left lateral decubitus 
positions. These films are carefully studied for 
evidence of pneumoperitoneum, condition of ver- 
tebrae, presence of trouble in the thorax, clear- 
ness of psoas shadows, and evidence of free peri- 
toneal fluid (generalized haze). 

Whether or not shock is present initially, a pa- 
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tient should be cross-matched for blood trans- 
fusion. Pulse and blood pressure are recorded 
every fifteen minutes until they are stabilized. The 
hematocrit value is measured repeatedly, until 
there is definite evidence of improvement or until 
laparotomy is decided upon. 

The decision to explore the abdomen is based 
upon diagnosis of intra-abdominal injury. This 
rule may cause some operations to be done un- 
necessarily, but the only way to be sure about the 
need for operative repair of intra-abdominal 
wounds is to open the abdomen and look. The 
authors warn, “Delay is the most common reason 
for a fatal outcome.” 

During operation, any frank bleeding is con- 
trolled first. Then a thorough and systemic 
exploration is conducted. 

Lacerations of the liver are repaired with mat- 
tress sutures and by packing with Oxycel or Gel- 
foam. For splenic injuries, splenectomy is the 
treatment of choice. When kidney injury is sus- 
pected, the surgeon should always know preoper- 
atively about the status of the other kidney. This 
is important in the event that exploration dis- 
closes a need for nephrectomy. Tears of the 
mesentery or perforations of a hollow viscus 
usually can be repaired, but sometimes resections 
have to be done. 

Points suggesting various types of injury can be 
outlined as follows: 


1. Liver: shock from hemorrhage, RUQ pain, 
later bile peritonitis. 

2. Kidney: hematuria, mass in flank, abnormal 
pyelogram or indistinct psoas shadow. 

3. Spleen: shock from hemorrhage, LUQ pain 
radiating to shoulder, palpable mass. 

4. Upper G-I tract: immediate continuous 
vomiting, hematemesis, immediate ‘chemical’ 
peritonitis. 

5. Bladder: hematuria, failure to recover all of 
saline instilled through catheter. 

6. Vascular supporting structures: shock (ei- 
ther neurogenic or posthemorrhagic), pain, local 
tenderness.—Clin. Proceedings Children’s Hosp., 
8: 199, 1952. 
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Physical Therapy by the General Practitioner 


BY PAUL WILLIAMSON, 
University of Tennessee, Memphis, Tennessee 


For a total initial cost of about one thousand dollars, a general practitioner can have his own 

small physical therapy department. If it is used properly, the rewards will be great, in terms of 

patient appreciation as well as financial. Even without any special equipment, an enterprising general 
practitioner can provide excellent physical therapy for many of the patients who might otherwise turn to healers 


on the fringe of medical practice. 


PHYSICAL MEDICINE, insofar as medical historians can 
trace, is the oldest form of effective therapy known 
to man. It has been tried and proven for many 
thousands of years. Of all forms of treatment, 
morphia, digitalis, and physical therapy admit of 
the least scoffing at their virtues. It is curious that 
such treatment has been all but abandoned by 
many physicians. It has fallen into the hands of 
irregular practitioners and has served them well. 
Throughout medical history, many irregular 
schools of practice have split off from the parent 
organization to form subgroups. Most of these have 
been only passing fads which were quickly for- 
gotten. Of the irregular groups which have suc- 
ceeded, it must be said that they have filled a place 
of public need, else they too would fade from view. 
One of the principal techniques of those groups 
now in existence is physical therapy. They use it 
with some effect but without much scientific regula- 
tion. It is time that physiotherapy be lifted from the 
hands of marginal healers and brought back to its 
deserved place in the medical armamentarium. The 
purpose of this paper is to summarize briefly some 
physiotherapeutic procedures that have been 
proven by the author and his colleagues in general 
practice and that can become the property of any 


physician with only a small investment and a few 
hours of study. 


Massage 


Gentle massage has a relaxing effect on the tense 
and nervous patient—the reason for this is in the 
field of conjecture. Local venous stasis and lymph 
stasis can be partially relieved, with consequent re- 
duction of induration and swelling. Arterial blood 
flow can be increased. Certain types of friction 
massage serve the function of a general stimulant. 
Resorption of irritant foreign material may be 
speeded. 


INDICATIONS 


1. Minor injuries, especially to muscle. Everyone 
is familiar with the age-old impulse to rub an in- 
jured muscle. In most such injuries, spasm of sur- 
rounding fibers, due either to the irritant effect of 
extravasated blood or to an unknown stimulus, is 
the source of pain. Superficial and, in later states, 
deep massage are of prime benefit. Heat and mas- 
sage are unquestionably the best treatment ever 
devised for such minor injuries. 

2. The arthritides. Rapid response is to be ex- 
pected from properly applied physiotherapy in this 
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group of diseases. Particularly is this true of chronic 
hypertrophic arthritis. Much of the pain in these 
diseases is due to muscle spasm surrounding the 
diseased joints. Gentle massage along with passive 
(and later active) exercise and heat are splendid 
adjuvants. In any acute inflammatory process, such 
as is sometimes found in the arthritides, massage 
must be very gentle, if used at all. The deeper and 
more strenuous movements have no place in the 
treatment of these diseases. 

3. “Myositis.” Probably the most common 
manifestation of this symptom complex is the “‘stiff 
neck,” with secondary soreness and stiffness of the 
deeper cervical muscles. It can be well treated by 
gentle and then deep massage of the involved 
structures. Heat and passive stretching are useful 
adjuncts. 

4. ‘“Lumbago.” This group of myofascial irrita- 
tions responds well to heat and massage. In the early 
stages, particularly where a history of injury can 
be obtained, neither heat nor massage are indicated. 
Within a matter of four to six hours after injury, 
this therapy becomes valuable. Early massage should 
consist of gentle stroking movement given quite 
superficially. Within twenty-four hours the patient 
should tolerate deep massage and friction. Vibra- 
tory movements with an electric vibrator are helpful. 

5. Massage can be an excellent adjuvant to 
psychotherapy. It should be clearly understood 
that massage is in no sense curative, but the well- 
known relaxing effect of gentle massage deserves a 
greater place in the therapy of psychoneurosis. 

It is imperative that the patient be told that 
massage is used only as a relaxant, that no organic 
disease is present, and that the massage is not in- 
tended to do other than offer general relaxation. 

6. Fractures. Massage has its principal use im- 
mediately after removal of a cast. The edema and 
venous stasis which are so prevalent in the im- 
mobilized extremity can be removed quickly by 
adequate superficial and deep massage. Heat and 
periodic elevation of the extremity are also useful. 


7. Constipation. Slow and gentle movements 
applied over the colonic area for ten to fifteen min- 
utes daily, along with diet and exercise, will be 
effective in relieving some cases of atonic constipa- 
tion. The equally frequent spastic constipation 
responds better to heat than to massage. 

There are many other fields of usefulness of mas- 
sage, but those listed above are by far the most 
frequent uses in general practice. 


CONTRAINDICATIONS 


1. Any acute inflammatory process. 
2. Tumors. 

3. Severe systemic disease. 

4. Areas of local skin eruption. 

5. Obliterative vascular disease. 


‘TECHNIQUES 


Effleurage. This consists of superficial or deep 
stroking movements, always from the periphery 
toward the heart. In the superficial movement the 
operator’s lubricated (mineral oil, cold cream) 
fingers glide gently over the surface of the part which 


Figure 2. Techniques of massage: pétrissage. 


Figure 1. Techniques of massage: effleurage. 
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Figure 4. Infrared treatment affords 
symptomatic relief from most colds. 


Figure 3. Techniques of massage: tapotement. 


is to be massaged in slow and rhythmic movements 
(Figure 1). 

The mode of action is not explained but such 
movements certainly have a sedative and relaxing 
effect. Muscle relaxation, even following moderately 
severe trauma, will occur with superficial effleurage. 

Deep effleurage is identical except that the move- 
ments are even slower and are made with force. 
There is active propulsion of venous blood toward 
the heart, with relief of stasis to some degree. 

Pétrissage. This consists of the kneading or press- 
ing upon of body structures. These movements 
cause a marked increase in blood supply to the tis- 
sues under treatment, with a consequent rise in 
temperature locally. They are not immediately re- 
laxing although secondary relaxation does occur 
(Figure 2). 

Tapotement. By this is meant striking the area 
under treatment. It is usually done by using the 
ulnar side of the hand with fingers extended. Ta- 
potement has very little therapeutic use. It is 
occasionally prescribed to increase circulation in 
the erector spinae group of muscles (Figure 3). 


Diathermy 


Diathermy is a means of passing a high fre- 
quency electric current through the body, the only 
result of which is to generate heat in the tissues. The 


electrode in common use is air-spaced; 1.¢., it does 
not come in contact with the skin. This may be a 
feature of the construction of the electrode, or, in 
older machines, it may be necessary to insulate the 
skin with folded toweling or felt pads. 

Certain precautions are necessary in the use ot 
medical diathermy. They are: 

1. Supervision by competent personnel. 

2. The skin of the area to be treated must be 
inspected carefully before treatment is begun and 
any lesion called to the attention of the physician. 

3. All metal objects in contact with or near the 
skin must be removed from the field of treatment 
(brassiere fasteners, rings, etc.). Imbedded metal in 
tissues is a contraindication. 

4. The patient must be warned either to turn off 
the machine or call an attendant if the heat becomes 
noticeably intense. 

Diathermy is of principal use in conditions where 
an increase of circulation is desirable and where 
vessels are capable of dilating. One must remember 
that the ability of the vessels to dilate is of prime 
importance. Absence of this ability is an absolute 
contraindication. 


Figure 5. Application of Priessnitz band- 
age for relief of gallbladder colic. 
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The main indications for diathermy are: 

1. Sprains, strains, or contusions after the acute 
hemorrhagic stage has subsided. 

2. Bursitis, when the acute inflammatory stage is 
past. 

3. Muscle spasm and “myositis.” 

4, Acute and chronic sinusitis. 

5. Chronic pelvic inflammatory disease. 

6. The chronic arthritides. 

7. As purely symptomatic relief in dysmenorrhea. 

In traumatic and spastic conditions, the applica- 
tion of deep heat will usually be more effective if 
followed by massage. 

Contraindications, other than those noted above, 
are: 

1. Conditions in which there is loss of heat 
sensation. 

2. Hemorrhagic tendency. 

3. Acute inflammations (sinusitis is an excep- 
tion). 

The diathermy machine in common use at pres- 
ent is the short-wave crystal controlled generator. 
With this machine the patient should not come in 
direct contact with the electrodes. Heat should not 
be so intense that it is uncomfortable to the patient. 
The usual duration of treatment is from twenty to 
thirty minutes. 


Ultraviolet 


Ultraviolet rays are members of the electro- 
magnetic spectrum whose frequency is just above 
the highest visible wave length. Their principal 
effect is an unknown type of chemical or radiation 
change in the cellular elements of the deeper layers 
of the skin. 

It is well to remember that overexposure to ultra- 
violet radiation will produce actual destruction of 
cells. Before its use, each ultraviolet generator 
should be calibrated. This can be done by covering 
the inner surface of the forearm with a sheet of 
heavy paper or toweling with a series of %4 inch- 
square holes cut in it and covered with adhesive 
tape. The covered arm should be exposed to the 
lamp and the tape covering of one hole removed 
each fifteen seconds. Total exposure should not 
be over three minutes. The erythema dosage is that 
exposure which causes faint reddening of the skin 
without desquamation. 

The erythema dose varies with each individual. 
In general, males, blondes, and people in early 
middle age are more susceptible to the rays. 

Ultraviolet, in most instances, should be started 


at the suberythemal level. It should seldom be 


given daily because of cumulative effect. The ex- 
posure time should be increased by increments of 
fifteen to thirty seconds as tolerance develops, but 
should never be over fifteen minutes in routine 
cases. 

Four conditions commonly met with in general 
practice which respond well to ultraviolet are: 

1. Poor healing in wounds. 

2. Indolent ulcers. 

3. Acne vulgaris (along with other treatment). 

4, Epidermophytosis. 

The principal contraindications are cachexia or 
recent exposure to x-ray irradiation. 

Many of the home-type ultraviolet generators 
require more than ten minutes exposure to produce 
a suberythema dose. They are impractical. 


Infrared 


There are two principal types of infrared genera- 
tors, and they produce rays of differing length. 
Bulbs which generate rays just at the lower end 
of the visible spectrum cause deeper penetration 
than the generators which produce even lower wave 
lengths. The tungsten filament bulbs are generally 
more satisfactory. 

Infrared has only one effect—the production of 
increased surface and subcutaneous temperatures. 
There is a consequent dilatation of the capillary 
bed with a necessary increase in arterial and venous 
flow. 

Individual tolerance to the radiation varies a 
great deal. At no time should the tissues be allowed 
to get so hot that the patient becomes acutely un- 
comfortable. 

Distance from the lamp to the skin should be 
twenty to twenty-four inches. It should be remem- 
bered that maximum heating of the skin does not 
occur for about twenty minutes after exposure 
starts. With this in mind, no treatment of less than 
thirty minutes should be prescribed. 

Common conditions in which infrared is of bene- 
fit are: 

1. Neuritis and the “neuralgias.” 

2. Sinusitis. It is advisable to shrink the nasal 
mucous membranes before exposure to the lamp. 

3. Minor trauma—bruises, sprains, etc. 

4. The arthritides. Methyl salicylate may be ap- 
plied to the involved joints before exposure. 

5. Coryza. Infrared gives symptomatic relief from 
most colds (Figure 4). 

6. Bursitis. 

7. Myositis. 
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Severe occlusive vascular disease, inability to 
perceive heat and certain skin lesions are contrain- 
dications to such therapy. 

The main fault in the use of infrared is that treat- 
ments are prescribed for an insufficient length of 
time and not often enough. Each treatment should 
last at least thirty minutes and may well last an 
hour or more. If used at all, infrared should be used 
at least daily and preferably more often. 


Hydrotherapy 


Hydrotherapy, properly used, is one of the most 
valuable treatments in general practice. It is par- 
ticularly noteworthy because any of the common 
techniques can be performed in any home that has 
a bathtub and facilities for heating water. 

Simple Hot Bath. Immersion in hot water com- 
pletely eliminates loss of heat from the surface of 
the body and is one of the most potent weapons at 
our command for stimulation of blood flow and 
dilatation of superficial capillaries. 

In the treatment of patients who are not debili- 
tated, baths should be ordered twice daily for thirty 
minutes. Water temperature should be started at 
101 to 102 degrees. If the patient has no peripheral 
vascular impairment, it should be increased rapidly 
to 105 to 106 degrees. 

The body temperature is raised by such a bath, 
and it is not well to prescribe such treatment for 
aged or debilitated patients. The bath is dehy- 
drating and the patient should be given one or two 
glasses of water with a pinch of salt added while in 
the tub. 

This bath is most useful in the rheumatoid con- 
ditions. 

Contrast Bath. This procedure consists of im- 
mersing the part to be treated alternately in hot 
and cold water. Treatment should be given two or 
more times daily and should invariably begin and 
end with immersion in the hot water. 

The contrast bath is a powerful stimulant to the 
circulation. Its greatest usefulness is found in the 
home treatment of painful rheumatoid conditions 
of the hands and feet. It is also useful in the early 
stages of peripheral vascular disease, providing 
that the hot water is not allowed to be over 102 
degrees. 

In other conditions the hot water should be 
about 105 degrees and the cold about 60 degrees. 
Immersion should be begun with five minutes in 
the hot water. This should be followed by one min- 
ute of cold, five of hot, one of cold, etc., for four 
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or five changes, always ending with immersion in 
hot water. 

Brand Bath. This type of therapy has appeared 
in the literature dealing with treatment of the 
febrile diseases since 1789. In 1861, Brand de- 
scribed its use in typhus. It is not a procedure 
frequently used. 

As in many other physiotherapeutic techniques, 
the mode of action of the Brand bath is unknown. 
It has been variously called an eliminant bath, a 
cardiovascular tonic, a nervous system tonic, etc. 
It does reduce fever and engender rest and relaxa- 
tion in a febrile patient. 

The Brand bath may be given in an ordinary 
bathtub which is half filled with water at 80 de- 
grees. The patient is placed in the water, and 
pitchers of water, first at 70 degrees and then at 
60 degrees, are poured over him. Brisk friction 
massage should be used from the time the patient 
is placed in the tub. 

The bath should not last longer than fifteen 
minutes. When the time is up, the patient is 
placed, without drying, on a sheet which is wrapped 
about him. Then he is snugly wrapped in blankets. 
After three to five minutes, he should be dried 
with forceful friction. 

The majority of the techniques in current use 
for “temperature sponges” are derivatives of the 
Brand bath. We do not recommend the original 
technique, but many of its variations are valuable. 
The only contraindications are advanced debility 
and cachexia. 

Wet Pack. The sedative effects of the wet pack 
are well known and have been used in mental in- 
stitutions for many years. Not so well known is the 
advantage of the pack in acute infectious disease. 
An example is its effect in lobar pneumonia. The 
restless patient is quickly quieted, and recovery is 
speeded. 

The wet pack is a moderately strenuous treat- 
ment and should not be used in elderly patients 
or in patients with marked debility. Briefly, the 
technique is as follows: A sheet is wrung out from 
water at about 65 degrees and the patient is laid 
upon and swathed in it. He is then tightly wrapped 
in one or two woolen blankets. 

There is no set rule for duration of the pack. 
In most cases it is used from sixty to ninety min- 
utes; if the patient goes to sleep, he may be left in 
the wet pack until he awakens. 

Stupes. Hot applications, to be effective, must 
be as hot as the patient can tolerate and not too 
wet. The indications for the local application of 
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heat are too well known to require repetition. But, 
of all physiotherapeutic techniques, hot stupes are 
most often poorly done. 

The technique is as follows: 

1. Lightly rub the area to be treated with Vase- 
line. This will prevent maceration of the super- 
ficial layers of skin. 

2. Place a folded piece of blanket or Turkish 
toweling in such a position that it can be tightly 
bound over the hot pack. 

3. Place a heavy piece of folded flannel in the 
center of a towel and pour boiling water over it. 
Wring it out by grasping the two ends of the towel 
in which the flannel lies and twisting with all the 
force you have. If available, two persons may twist 
opposite ends of the towel. 

4. The hot flannel is rapidly removed from the 
towel and placed on the area to be treated. If the 
patient objects, it is lifted for a few seconds and 
then reapplied. 

5. As soon as the patient can stand the heat, 
the fomentation is covered tightly with the blanket 
or toweling previously prepared. 

This procedure will give good relief if done 
properly and it has the great advantage of sim- 
plicity. 

Priessnitz Bandage. One of the early examples of 
what might be referred to as “‘productive quackery” 
was the development of this valuable but simple 
compress by an uneducated peasant. In the early 
19th century, Priessnitz, a farmer without formal 
training, became famous as a great healer. This was 
one of his methods. 

The method is very simple. A hand towel and a 
bath towel are all that are needed. The hand towel 
is wrung out in ice water and crumpled together 
into a loose ball. This is placed over the area of 
pain. The bath towel encircles the body over the 
hand towel and is twisted so as to make as much 
pressure as can be tolerated on the smaller towel. 
It is then fastened and left in place (Figure 5). 

The Priessnitz bandage finds its principal use 
in gallbladder disease. Pleurisy, peptic ulcer, inter- 
costal neuralgia, and intestinal spasm from any 
cause are benefited. The reliet afforded is far greater 
than the simplicity of the method would suggest. 


Other Methods and Discussion 


The paraffin bath is a useful method of applying 
heat to an extremity. It is particularly desirable 
for home use. Ordinary commercial paraffin which 
can be purchased at the grocery store is used. The 


part of the body to be immersed is prepared by 
thorough washing and, if it is at all hairy, by liberal 
application of mineral oil. The paraffin is melted 
and then allowed to cool until a thin film forms on 
the top. The part to be treated is immersed six 
or seven times, until the paraffin forms a layer at 
least ¥ inch thick over the skin. It is left on for 
thirty to sixty minutes. 

It is an established fact that vessels throughout 
the body react not only as individuals but in cer- 
tain well-defined groups. It has been proven ex- 
perimentally that some of these group reactions 
may be initiated by physiotherapeutic procedures. 
Examples are an increase in temperature of the 
feet when ice is applied to the thoracic spine, and 
the decrease in caliber of the nasal vessels when 
cold is applied to the posterior cervical area. We 
are by no means fully aware of the number or 
character of such reflex actions. 

Another reaction difficult to explain is the relief 
from bronchial asthma sometimes obtained when 
a stream of cold water is played on the back. I 
have seen this work often enough to be sure it is 
significant, but I can offer no satisfactory explana- 
tion. 

The phenomenon of counterirritation is sus- 
ceptible of explanation but not of proof. It has 
been postulated that visceral pain is always re- 
ferred to the area of skin which takes its sensory 
supply from the same level of the cord as the viscus 
in question. By producing counterirritation over 
the skin area, visceral pain may be benefited to 
some extent. The exact reason is in the field of 
conjecture, although convincing explanations are 
available. 


Therapeutic Exercise 


In discussing exercise, the subject is limited to 
that performed in the office or in the home on 
specific prescription. 

Passive exercise, in which the patient makes no 
effort to assist in the motion to be done, has little 
use in general practice. It is frequently prescribed 
for home use but seldom used by the practitioner 
himself. 

Active assistive exercise, in which the patient 
accomplishes as much of the desired movement as 
he can by muscular contraction and then the mo- 
tion is completed with force by the technician, is 
very useful. This technique is most frequently used 
for patients having a tendency to limitation of joint 
motion due to chronic inflammation, contracture, 
trauma, and prolonged immobilization. It is im- 
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portant that the amount of force to be used be 
specified. In general, pain which lasts more than 
one hour following treatment or increased soreness 
and stiffness lasting over twelve hours, are indi- 
cations of too much force. 

Active and active-resistive exercises are pre- 
scribed by the general physician, but they are 
seldom used as an office technique. 


Physiotherapy Equipment 


Excellent physical therapy can be done without 
one piece of special apparatus in the office and in 
any home that has a bathroom. As the general 


practitioner comes to appreciate its value, he will 
want to devote a small room to physical therapy. 
The basic equipment and approximate costs are: 


1. Physiotherapy table . .. . 

2. Diathermy machine and attachments 
3. Ultraviolet 

4. Infrared . 


$1,050.00 


This will give the physician an adequate but 
small physical therapy department. If it is used 
properly, the investment will be returned many 
times over, both in benefit to patients and mone- 
tarily. 


Present Status of... 


Syncope in Heart Block 


In cases of complete heart block, attacks of syn- 
cope may be due to asystole, ventricular tachy- 
cardia or ventricular fibrillation, or combinations 
of these mechanisms. For instance, a patient may 
lose consciousness because of a short run of ven- 
tricular fibrillation, and remain unconscious be- 
cause asystole then supervenes. The chief thera- 
peutic problem therefore is the prevention of 
these abnormal mechanisms. 

From a review of the literature and an analysis 
of their own cases, Nathanson and Miller believe 
that little can be done to prevent or relieve syn- 
cope resulting from ventricular acceleration. They 
report that neither quinidine nor procaine amide 
is effective, although both drugs are quite useful 
in the treatment of ventricular tachycardia or 
fibrillation that develops under other circum- 
stances. Moreover, in cases of heart block, use 
of these drugs is potentially hazardous because 
they may convert ventricular tachycardia into the 
more dangerous ventricular fibrillation. 

Epinephrine and related compounds are effec- 
tive in reducing the tendency to ventricular asys- 


tole or in restoring function when asystole is al- 
ready present. Nathanson and Miller believe that 
isopropyl nor-epinephrine (Isuprel) is most val- 
uable in this respect. They name these advanta- 
ges: (1) lack of undesirable side effects (pressor 
effects mainly) ; (2) potent action by any of four 
routes—intracardiac, intravenous, subcutaneous, 
and sublingual; (3) action does not predispose to 
ventricular fibrillation as in the case of epine- 
phrine. This drug may even be indicated when 
syncope is due to ventricular acceleration. Al- 
though it does not abolish the acceleration, 
neither does it prolong nor aggravate the accele- 
ration, and it is likely to prevent the asystole 
that sometimes follows a run of ventricular 
tachycardia. 

The method of administration of Isuprel de- 
pends upon the urgency of the situation. Dosages 
recommended are as follows: (1) intracardiac in- 
jection, 0.02 mg.; (2) intravenous injection, 0.02 
mg.; (3) subcutaneous injection, 0.14 to 0.2 mg.; 
(4) sublingual route, 15 mg. three or four times 
a day (California Med., 76:370, 1952). 
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Practical Therapeutics 


TREATMENT OF LUNG ABSCESS AND BRONCHIECTASIS 


BY SOL KATZ, M.D. 
Georgetown University School of Medicine, Washington, D.C. 


Various pulmonary diseases are characterized by 
the presence of an inflammatory exudate that pro- 
ceeds to necrosis and liquefaction so that the domi- 
nant finding pathologically is suppuration. 

In certain pneumonias, suppuration is an out- 
standing finding. Most commonly, these pneumo- 
nias are due to Staphylococcus aureus, Strepto- 
coccus hemolyticus, Klebsiella pneumoniae, and 
Hemophilus influenzae. Pulmonary tuberculosis 
and actinomycosis can be considered specific pneu- 
monias accompanied by abscess formation. 

Septic emboli, arising from septic thrombophle- 
bitis or acute endocarditis of the right side of the 


I LUNG ABSCESS 


Great progress has been made in the manage- 
ment of diseases of the lungs in the past decade. 
These advances have been brought about through 
better methods of diagnosis, the discovery of new 
drugs, and improved surgical and anesthetic tech- 
niques. But perhaps most important in this regard 
is the practical application of knowledge gained 
through study of the basic sciences. So it is that the 
proper approach to the therapy of lung abscess is 
predicated upon an understanding of the basic fac- 
tors involved in its pathogenesis, pathology, and 
bacteriology. 


Pathogenesis and Pathology 


Bronchial obstruction is the basic factor in the 
development of lung abscess. Most commonly the 
bronchial obstruction is caused by aspiration of in- 
fected material from the oropharynx or from about 
the teeth in the presence of gingivodental disease. 
The normal cleansing ability of the tracheo- 
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heart, may give rise to septic infarction which in 
reality is an abscess. On the other hand, bland in- 
farcts may become secondarily infected to form an 
abscess. In the presence of septicopyemia multiple 
lung abscesses may appear. Lung cysts, when 
infected, are also examples of pulmonary suppu- 
ration. 

The two most common forms of pulmonary sup- 
puration are lung abscess and bronchiectasis. This 
report will specifically consider the management of 
these two entities. However, minor alterations in 
this therapy could also apply to all types of pul- 
monary suppuration. 


bronchial tree depends upon cough, bronchial peri- 
stalsis, and ciliary action. These factors provide 
efficient protection against ill effects from inhalation 
of particulate matter. It is in situations that are 
associated with loss of the protective pulmonary re- 
flexes that lung abscess is likely to occur. 

Periods of unconsciousness accompanying head 
injuries, cerebrovascular accidents, alcoholism, epi- 
lepsy, uremia, diabetic coma, immersion, narcosis, 
and general anesthesia are examples of predisposing 
factors that favor inhalation of secretions or foreign 
material. 

Obvious predisposing factors may not be appa- 
rent, and in these patients severe gingivodental dis- 
ease provides a source for aspiration of infected 
matter during sleep or under the influence of seda- 
tives or alcohol—situations in which the cough and 
gag reflexes are depressed. The association of poor 
oral hygiene and putrid lung abscess is too constant 
to be considered fortuitous. 

Tonsillitis, sinusitis, upper respiratory tract in- 
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POSTURE INFLUENCES 
LOCALIZATION 


Figure 1. 


fections, and dental extractions are also commonly 
related to the development of lung abscess. Drake 
and Sones have emphasized that pneumonia, pul- 
monary infarction, or pulmonary edema—condi- 
tions leading to impairment of normal pulmonary 
physiologic mechanisms—may also be predisposing 
factors. Other causes for bronchial obstruction, such 
as bronchial stenosis, bronchiogenic carcinoma, 
foreign body, sometimes provide a background for 
lung abscess. 

Occlusion of a segmental bronchial lumen results 
in atelectasis distal to the obstruction. This estab- 
lishes an ideal environment for growth of anaerobic 
organisms. Infection beyond the point of obstruc- 
tion advances to involve the peribronchial struc- 
tures, thereby impairing the blood supply to the 
segment. An associated thrombosis of the lobular 
vessels contributes to necrosis of the bronchopul- 
monary segment. As liquefaction progresses, the 
purulent material is discharged through the com- 
municating bronchus, air enters, and a cavity forms. 
The pericavitary tissue is hyperemic and edematous. 
Loss of elasticity, fibrosis, and bronchiectasis devel- 
op quite early, especially when free drainage is not 
established. 

Lung abscesses are peripheral and are therefore 
associated with a pleuritis and at least localized 
pleural symphysis. However, in hyperacute ab- 
scesses with rapid liquefaction, the thin shell of 
lung tissue may rupture before a pleuritis has 
occurred, resulting in a putrid empyema. 


Although lung abscesses are usually single, mul- 
tiple abscesses may occur, and coalescence of small 
abscesses may give rise to a multiloculated cavity. 

Familiarity with the anatomy of the bronchial 
tree permits a logical explanation of the localization 
of lung abscesses. When a patient lies on his side, 
inhaled material gravitates most readily to the 
*‘axillary” portion of the upper lobe. When supine, 
the apical division of the lower lobe is the first de- 
pendent bronchus met by aspirated material as it 
travels along the posterior wall of the tracheobron- 
chial tree. The posterior basal segments are en- 
countered next (Figure 1). 

It can thus be seen that bronchial embolism and 
posture explain the location of lung abscesses. In 
order of frequency, they involve the axillary por- 
tions of the posterior and anterior segments of the 
right upper lobe and the apical and posterior basal 
segments of the right lower lobe. The more direct 
course of the right main stem bronchus explains 
the less frequent involvement of the corresponding 
areas in the left lung. 


Bacteriology 


Knowledge of the bacteriology of lung abscess 
allows a sensible approach to antibiotic therapy. 
It is convenient to divide lung abscesses into the 
putrid (anaerobic) and nonputrid (aerobic) varie- 
ties. The foul nature of the sputum indicates nom- 
enclature. The fetid odor is due to a predominance 
of anaerobic organisms found in the upper respira- 
tory tract, especially in adults with gingivodental 
sepsis. These organisms include the fusospirochetal 
group, vibrios, Gram-negative bacilli, and anaerobic 
Gram-positive cocci, especially streptococci acting 
in symbiosis. 

About 75 per cent of lung abscesses are of the 
putrid type, while 25 per cent are nonputrid and 
are due to Staphylococcus aureus, Klebsiella pneu- 
moniae (Friedlinder’s bacillus), Escherichia colli, 
Proteus, Pseudomonas aeruginosa (pyocyaneus), 
and the clostridia group of organisms. The non- 
putrid nature of the abscesses is due to the absence 
of anaerobic organisms in the oral cavity of these 
patients. 

Since a mixture of organisms may be present in 
the sputum, the significant bacteria responsible for 
the infection may be ascertained only after repeated 
cultures. When lung abscess is suspected, bacterio- 
logic study should be energetic and should include 
(1) repeated examination of the sputum by smear 
and culture for tubercle bacilli; (2) sputum culture 
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on Sabouraud’s medium for the presence of yeast 
and fungi, and direct examination of the sputum 
for sulfur granules of actinomycosis and mycelia of 
other fungi; (3) direct sputum smears stained with 
gentian violet for detection of fusospirochetes; and 
(4) aerobic and anaerobic cultures. 


Treatment 


The earlier and the more energetic the therapy 
of lung abscess, the more gratifying the results. 


POSTURAL 
DRAINAGE 


bronchial tree by means of postural drainage and 
bronchoscopic drainage. 

Postural Drainage. Postural drainage must be 
individualized, and the position assumed should 
provide drainage by gravity. To be efficient, 
therefore, postural drainage requires some know]l- 
edge of the bronchopulmonary segments and ac- 
curate localization of the lesion. In general, upper 
lobe abscesses drain best with the patient upright: 
abscesses in the dorsal division of the lower lobe 
drain best with the patient prone; and abscesses in 
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Figure 2. 


In an early phase, pulmonary architecture is pre- 
served, and control of infection permits complete 
healing. As the process advances, there is alteration 
of the lung parenchyma by fibrosis and bron- 
chiectasis, offering mechanical barriers to the con- 
trol of infection and to healing. 

The basic factors in treatment are adequate 
drainage and control of infection—techniques that 
are used in the management of abscess regardless of 
location. Internal drainage is effected through the 
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the basal segments of the lower lobe empty effective- 
ly with the patient hanging over the edge of the bed 
almost perpendicular to the floor. Abscesses in the 
middle lobe and lingula drain best with the patient 
lying supine with the diseased side uppermost 
(Figure 2). 

Patients often learn which posture most effect- 
ively empties the abscess, for that position which 
provokes the greatest amount of coughing provides 
the best drainage. In severely ill patients, routine 
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postural drainage may not be tolerated. However, 
by altering the position of the patient in bed as well 
as by raising or lowering the head of the bed, good 
drainage may be accomplished using the anatomy 
of the bronchial tree as a guide to the proper 
posture. 

Postural therapy should be used as often as 
necessary to keep the abscess effectively drained, 
yet short of causing undue fatigue. In most cases 
four to six times a day for periods up to fifteen 
minutes suffices. A deep breath followed by a hard 
voluntary cough aids in the evacuation of secretions. 

Bronchoscopy. Bronchoscopy is a valuable tech- 
nique for improving internal drainage, and it should 
be performed early. Although the statement has been 
made that many of these patients are too sick to be 
bronchoscoped, Samson states that they are too ill 
not to be bronchoscoped. With bronchoscopy there 
may be more accurate localization of the abscess, 
granulation tissue can be cauterized, obstructing 
secretions can be removed, the presence of an un- 
suspected foreign body or neoplasm may be de- 
termined as the basis for the abscess, and edematous 
mucosa can be decongested by vasoconstrictor 
agents thereby relieving bronchial obstructions. 

Favorable effects of bronchoscopy are indicated 
by a reduction in cough, expectoration, and toxicity, 
as well as by evidence of improvement in the x-rays. 
Repeated bronchoscopies at intervals of four to 
seven days are indicated when there is clinical or 
x-ray evidence of interference with drainage, or 
when doubt exists as to the efficacy of the initial 
bronchoscopy. 

Antibiotic Therapy. The most important de- 
velopment in the management of bronchopulmonary 
suppuration has come from the intelligent use of 
antibiotic agents. Proper application of antibiotics 
is facilitated by precise bacteriologic diagnosis. 

Suppression of certain pathogenic bacteria by 
a specific antimicrobial agent permits the multipli- 
cation of organisms not affected by that agent. The 
resistant organisms may be nonpathogenic and of no 
clinical significance. However, the resistant or- 
ganisms may be pathogenic, or organisms which are 
usually nonpathogenic may assume virulence fol- 
lowing multiplication, and may then be responsible 
for new infections. Penicillin therapy, effective 
against Gram-positive bacteria, is often followed 
by a predominance of Gram-negative organisms 
such as Escherichia coli, Klebsiella, Proteus, or 
Pseudomonas in the throat or sputum. Following 
the use of streptomycin, throat and sputum cul- 
tures often show a florid growth of Staphylococcus 


aureus. Therapy with the broad-spectrum anti- 
biotics, terramycin, aureomycin, and chlorampheni- 
col, allows Proteus and Pseudomonas to proliferate 
because these agents are not effective against all 
strains of these bacteria. An increase in the in- 
cidence of moniliasis following the administration 
of antibiotics, especially of the wide-spectrum 
variety, has been claimed by some and denied by 
others. 

Let it be understood that the mere presence of 
these bacteria or fungi in the sputum during the 
course of antibiotic treatment does not necessarily 
indicate that they are clinically significant and 
responsible for a new infection. Actually, new in- 
fection is fortunately rare, occurring more common- 
ly in debilitated patients who have had prolonged 
treatment with broad-spectrum antibiotics. How- 
ever, the frequency with which these organisms ap- 
pear in the sputum indicates the possibility of in- 
vasion. Furthermore, organisms originally sensitive 
to an antibiotic may become resistant to it. Also of 
importance in the problem of lung abscess is that 
the incidence of penicillin-resistant Staphylococci 
is increasing. 

These observations are important considerations 
in the antibiotic management of bronchopulmonary 
suppuration and may be responsible for failure of 
such therapy. 

Antibiotic therapy is most successful in the 
early phase of lung abscess before necrosis has 
destroyed the integrity of the lung parenchyma. In 
the presence of tissue necrosis with its attendant 
impaired blood supply, diffusion of chemotherapeu- 
tic agents is inadequate, and the chemical consti- 
tuents of the exudate may interfere with the action 
of the agents. Fibrosis, bronchiectasis, and rigid- 
walled cavities are mechanical factors which inter- 
fere with healing of a lung abscess and can be ex- 
pected to develop in the wake of pulmonary de- 
struction. 

Since the majority of lung abscesses are of the 
putrid variety and due to the fusospirochetal group 
of organisms acting in symbiosis especially with 
anaerobic Gram-positive cocci, aqueous penicillin is 
the preferred antibiotic. When cultural studies in- 
dicate mixed infection by Gram-negative and Gram- 
positive bacteria, combined therapy with penicillin 
and streptomycin is desirable; or the broad- 
spectrum antibiotics, aureomycin, terramycin, or 
chloramphenicol, can be used. Sulfonamides cou- 
pled with penicillin also make a satisfactory com- 
bination in the treatment of lung abscesses con- 
taining a mixed flora. 
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Larger doses of penicillin should be used than in 
the management of pneumonia. Aqueous crystal- 
line penicillin in a dose of 100,000 to 300,000 units 
should be given intramuscularly every three hours. 
Procaine penicillin may be substituted after definite 
improvement has occurred and the acute urgency 
of the problem has passed. 

Systemic use of penicillin, streptomycin, and 
terramycin should be combined with aerosol ad- 
ministration of these agents. ‘The rationale for the 
use of aerosol therapy is based on the failure of 
antibiotic agents to appear in the sputum when 
they are administered parenterally. This indicates 
a failure of penetration by these agents into the 
abscess wall. It is felt by some that with the use of 
large doses of aqueous penicillin (2 to 3 million 
units daily) there is no need for aerosol therapy. 
The details of aerosol therapy will be discussed 
under the management of bronchiectasis. 

There has recently been introduced a new form 
of penicillin, diethylaminoethyl ester hydroiodide 
of penicillin-G (Neo-Penil), which has a special 
value in the treatment of bronchopulmonary sup- 
puration. This form of penicillin has a special af- 
finity for lung tissue, yielding average concentra- 
tions in the lung up to five times higher than with 
ordinary forms of penicillin, and giving levels in 
the lung higher than in the plasma. Furthermore, 
effective sputum levels are attained. The effect of 
Neo-Penil in the management of lung abscess has 
been comparable to the results obtained with 
parenteral penicillin combined with aerosol penicil- 
lin. 

When Gram-negative bacteria cause lung abscess, 
penicillin treatment may be expected to be un- 
successful. Klebsiella pneumoniae is the most fre- 
quent organism in this situation, and streptomycin 
combined with sulfadiazine is effective, as is therapy 
with one of the broad-spectrum antibiotics. 

At times, fortunately rare, Proteus or Pseu- 
domonas predominate. Infections due to these 
organisms are difficult to treat. The former may 
respond to a combination of streptomycin and 
large doses of sulfadiazine, or occasionally to the 
broad-spectrum antibiotics alone or in combina- 
tion. Pseudomonas infection may be sufficiently 
severe to justify the use of polymyxin B. At times, 
the broad-range antibiotics alone or in combination 
are effective. In desperate situations, Neomycin, 
used for a maximum of two weeks, is justifiable. 

When Escherichia coli dominates, the therapy 
is similar to that used in the presence of Klebsiella 
pneumoniae. 
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The exact place of the broad-spectrum anti- 
biotics is difficult to define. However, the elimina- 
tion simultaneously of Gram-negative and Gram- 
positive organisms by these antibiotics is ac- 
companied by more danger of new infection with 
Pseudomonas, Proteus, and monilia than the initial 
use of penicillin and the subsequent use of one of 
the broad-spectrum drugs should penicillin therapy 
fail. 

During the course of antibiotic therapy of lung 
abscesses, after an initial favorable response, there 
may occur a stationary phase, or a stage of clinical 
advancement associated with an increase in symp- 
toms and roentgen-ray progression. This trend 
of events often indicates an alteration of the original 
bacterial population and the appearance of a bac- 
terial flora resistant to the antibiotic being used. 
When this situation develops during the adminis- 
tration of penicillin, streptomycin, 0.5 to 0.75 Gm. 
every 6 hours, and sulfadiazine, 1 Gm. every 4 
hours, should be administered on the assumption 
that Gram-negative bacilli have become pre- 
dominant. The broad-range antibiotics, in doses of 2 
to 3 Gm. daily, are also valuable under these cir- 
cumstances. However, cultures of the sputum should 
be repeated at this time to identify precisely the 
pathogens involved. When Pseudomonas or Proteus 
organisms appear, measures such as described 
above must be used. 

General Measures. General supportive measures 
are always important in the management of lung 
abscess. These include rest, nutritious diet, ade- 
quate fluids, and supplementary vitamins. Suppres- 
sion of cough by large doses of morphine or codeine 
is contraindicated; preservation of the cough 
mechanism is vital to the maintenance of bronchial 
drainage. 

One hundred per cent oxygen administered by 
mask has theoretical if not actual value in the 
therapy of putrid lung abscess in establishing a 
milieu unsuitable to the responsible anaerobic or- 
ganisms. The fetid odor may be reduced, but the 
abscess is not controlled by this mode of treatment. 
With the established value of the antibiotics, 
arsenicals no longer have a place in the manage- 
ment of acute lung abscess. 


Relation of Medical to Surgical Therapy 


Medical therapy should be contined as definitive 
treatment as long as it can be demonstrated that 
significant clinical and x-ray improvement is 
occurring. Treatment should be maintained until 
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Figure 3. a and b (top and middle). Lung abscess in dorsal 
division of right lower lobe. ¢ (bottom). Same patient as in 
a and b, one month later. Residual fibrosis in area where 
lung abscess formerly existed. 


cough, expectoration, fever, and the general symp- 
toms of infection have disappeared, and the white 
blood cell count and chest roentgenogram have 
returned to normal (Figure 3a, b, and c). 

After all manifestations have been absent for a 
period of about six weeks, a bronchogram should be 
performed. Experience has indicated that at times, 
although the results of therapy seem entirely favor- 
able, significant bronchiectasis may be revealed by 
bronchography (Figure 4 a and b). The likelihood is 
great of a return of the manifestations of pulmonary 
suppuration in these patients. For this reason, when 
bronchiectasis is revealed, pulmonary resection 
should be performed before the patient can be 
pronounced cured. 

Until recently it was taught that medical therapy 
should have accomplished its good effect before the 
abscess was six to eight weeks old. It was believed 
abscesses older than this were accompanied by the 
changes of chronic infection, such as pericavitary 
fibrosis, bronchiectasis, and even epithelialization 
of the cavity wall. These factors prevent healing, 
even with surgical drainage. Accordingly the ac- 
cepted practice was to use medical treatment for 
six to eight weeks, and if cure of the abscess was 
not accomplished in this period, surgical drainage 
was recommended. Statistical analysis of patients 
treated in this manner reveals mortality and mor- 
bidity figures which raise considerable doubt as to 
the desirability of surgical drainage of lung ab- 
scesses as a definitive procedure. 

Although the object of treatment of acute lung 
abscess is to cause healing before the abscess be- 
comes chronic, it is difficult to define the stage of 
chronicity strictly in terms of duration of the 
disease. In the first place, the precise time of onset 
may not be apparent in the absence of a specific 
cause. In these patients, clinical manifestations date 
the beginning of the lesion, when actually the 
pathologic process may have been present for some 
weeks. Furthermore, the development of chronic 
changes is to a great extent dependent upon the 
adequacy of drainage. Chronicity is likely to 
develop when drainage does not keep the cavity 
almost constantly empty. 

In some patients, therefore, lung abscess may be 
chronic (pathologically speaking) in a few weeks, 
while occasionally in others, abscesses responsive 
to drainage may be present even though the disease 
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has existed for many months. Therefore, the time 
element alone cannot be used as an indication 
for surgical drainage; rather the character of the 
disease determines the nature of the surgical pro- 
cedure. As a general rule, however, the longer the 
duration of the abscess the greater is the likelihood 
of irreversible chronic changes in the pulmonary 
parenchyma. 

The disadvantages of surgical drainage are the 
mortality rate, variously calculated as between 15 
and 30 per cent, and the low cure rate of about 30 
to 50 per cent. Other disadvantages of surgical 
drainage are its ineffectiveness in multiloculated 
abscess, hemorrhage, persistent bronchopleural- 
cutaneous fistulae, residual bronchiectasis, empy- 
ema, and drainage of unsuspected carcinoma. 

Surgical drainage was necessary in the pre- 
antibiotic era for the extremely toxic patient. The 
use of effective antibiotic therapy in association with 
bronchoscopy and postural drainage has prevented 
the hyperacute, toxic manifestations, although oc- 
casionally when such symptoms occur under medi- 
cal therapy, surgical drainage must be employed. 

The present trend in the management of acute 
lung abscesses is the use of vigorous medical 
methods, which may be responsible for healing in 
70 to 80 per cent of patients. In those patients 
in whom improvement occurs clinically and roent- 
genographically but in whom cure is not effected, 
pulmonary resection should be performed when the 
patient’s condition is optimal and when further 
improvement is not anticipated. 

This trend has been brought about not only 
by the poor results from surgical drainage but by 
the increased facility in pulmonary resection. With 
pulmonary resection, the mortality rate is definitely 
lower, and the incidence of cure is considerably 
higher than with surgical drainage. Shaw and 
Paulson report a mortality of 3.5 per cent and a 
cure rate of 82.7 per cent. In addition to the better 
over-all results, this technique of treatment dis- 
closes the unsuspected carcinomatous abscess and 
the occasional tuberculous abscess resembling a 
nontuberculous abscess. 

For the known chronic lung abscess, the medical 
measures discussed are employed to control acute 
exacerbations and in preparation for pulmonary re- 
section. The thick-walled cavities, surrounded by 
areas of bronchiectasis, fibrosis, and chronic pneu- 
monitis, can be effectively treated only by resection. 
Antibiotic treatment is helpful for control of the 
surrounding pneumonitis with its associated septic 
manifestations, for reduction in the quantity and 
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Figure 4. a and b. Pronchogram in same patient 
as in Figure 3. Bronchiectasis in dorsal division 
of right lower lobe. 
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alteration of the character of the sputum, and for 
prevention of systemic and bronchial spread of in- 
fection. 

Occasionally, when a patient has become so 
depleted by chronic suppuration that resection can- 
not be employed safely, surgical drainage may be 
advisable. Dramatic improvement may follow, per- 
mitting definitive resection at a later date. 


Prevention 


In the prevention of lung abscesses, attention to 
oral hygiene is an important preoperative measure, 
all too frequently overlooked. This should include 
the removal of loose teeth, retained roots, loose fill- 
ings, and bridges, as well as a thorough prophylaxis 
for the elimination of tartar and debris deposited 
about the supporting tissues of the teeth. 

One of the most important factors in the preven- 
tion of lung abscesses is good anesthesia. The main- 
tenance of a “dry” tracheobronchial tree and early 
return of the cough reflex are vital in this regard. 


Il. BRONCHIECTASIS 


Although bronchiectasis literally means dilata- 
tion of the bronchi, this definition fails to indicate 
the associated pathologic findings of bronchial in- 
fection, atelectasis, fibrosis, and emphysema of the 
surrounding parenchyma, which play such an im- 
portant role in the clinical manifestations. The ir- 
reversibility of these changes indicates that only 
surgical therapy can be considered definitive. How- 
ever, medical treatment although palliative, affords a 
means for symptomatic relief for patients unsuited 
for surgery. It is also useful in preoperative prepar- 
ation of those suited for surgery. 


Pathogenesis 


Knowledge of the pathogenesis of bronchiectasis 
yields valuable data helpful in prevention of this 
disease. 

Bronchiectasis may be congenital, but it is usually 
acquired. The factors that operate to produce ac- 
quired bronchiectasis are bronchial infection and 
bronchial obstruction. Either may be primary, for 
one inevitably leads to the other (Figure 5). 

Bronchial infection results in edema of the 
bronchial wall, accumulation of secretions, and 
proliferation of granulation tissue, all of which 
contribute to bronchial obstruction. Bronchial ob- 
struction is followed by patchy atelectasis, retention 


The avoidance of heavy sedation and large doses of 
morphine help preserve the cough mechanism. Per- 
formance of tonsillectomy under local anesthesia 
whenever feasible and the use of suction to prevent 
aspiration of blood and pus when tonsillectomy is 
done under general anesthesia, are useful measures 
to prevent aspiration. 

Early postoperative ambulation, frequent change 
of position in bed, inhalation of carbon-dioxide- 
oxygen mixtures to hyperventilate the lungs are all 
directed toward the reduction of postoperative 
atelectasis and, therefore, lung abscess. 

The early diagnosis and rapid vigorous treatment 
of atelectasis are vital in the prophylaxis of lung 
abscess. In this connection, so-called postoperative 
pneumonias, occurring early in the postoperative 
period, are most often postoperative atelectasis. 
Antibiotic prophylaxis has reduced the incidence of 
postoperative lung abscess, but it is no substitute 
for the measures needed to prevent and treat 
bronchial occlusion and atelectasis—the first cousin 
to a lung abscess. 


of secretions, and bronchial infection. Infection 
weakens the walls of the bronchi by its effect on the 
muscular and elastic elements. Atelectasis results in 
a highly negative intrathoracic pressure, and the 
inspiratory pull is not absorbed by the inelastic 
areas of atelectasis but is transferred to the weaken- 
ed bronchial walls. Dilatation results, and this in 
turn favors stagnation of secretions, encouraging 
further bronchial infection. There is thus instituted 
a vicious cycle. 


BRONCHIAL 
INFECTION 


BRONCHIAL 
OBSTRUCTI 
Figure 5. Pathogenesis of bronchiectasis. 
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BRONCHIAL 
OBSTRUCTION 


may be 


INTRABRONCHIAL 


Andrus has analyzed the role of other forces con- 
tributing to bronchial dilatation. These include in- 
creased intrabronchial pressure occurring during 
the inspiratory phase of cough, increased pressure 
from air trapped behind a partial (ball-valve) 
bronchial obstruction, traction on the bronchi re- 
sulting from peribronchial fibrosis, increased pres- 
sure from retained secretions, and the normal 
lengthening and widening of bronchi occurring 
during inspiration. 

It would not be feasible to discuss the innumer- 
able causes of bronchial infection and bronchial 
obstruction which may result in bronchiectasis. 
Suffice it to say that an etiologic relationship can be 
demonstrated in bronchitis and bronchopneumonia, 
especially that associated with influenza, measles, 
and whooping cough, for the onset of bronchiectasis 
may follow these illnesses. The role of sinusitis and 
bronchial asthma is not firmly established. Bronchial 
obstruction may be intrabronchial, endobronchial, 
or extrabronchial (Figure 6). 

Bronchiectasis most commonly involves the basi- 
lar portions of the lower lobes especially on the left. 
It is important to recognize the association of 
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bronchiectasis in the lingular portion of the left 
upper lobe with 80 to 90 per cent of the cases of 
left lower lobe disease. Involvement of the right 
middle lobe, which corresponds anatomically to the 
lingula, is not nearly so common in cases of right 
lower lobe bronchiectasis. 

There is nothing specific about the bacteriology 
of bronchiectasis. Various combinations of the or- 
ganisms described in the section on lung abscess 
may be found. In general the bacterial flora is usual- 
ly predominantly Gram-positive, at least initially. 


Therapy 


Bronchiectasis may occur as a separate disease or 
in combination with such chronic pulmonary dis- 
eases as pulmonary emphysema, bronchial asthma, 
and diffuse pulmonary fibrosis. The management of 
these associated respiratory diseases alters some- 
what the treatment of bronchiectasis. This discus- 
sion is pointed at bronchiectasis as the principal 
entity. 

Postural Drainage. Efficient use of postural 
drainage provides a technique for the effective 
elimination of bronchial secretions. The factors 
discussed under lung abscess regarding the proper 
position for drainage and the use of the voluntary 
cough, also apply in bronchiectasis. Theoretically 
and perhaps actually, the best results would be 
obtained if the secretions were evacuated as soon 
as they were formed. This would entail continuous 
drainage for hours or even days at a time by keeping 
the patient in bed in the best position for drainage. 
This is an impractical approach, since almost as 
satisfactory results can be accomplished by the use 
of postural drainage every two hours from the time 
the patient arises until he retires. As the secretions 
diminish, the interval between drainages may be 
prolonged to three or four hours. 

The duration of postural drainage should not be 
predetermined; it should be maintained until secre- 
tions can no longer be expectorated. During work- 
ing hours, postural drainage can be performed ade- 
quately and without embarrassment in a lavatory, 
by having the patient bend as far forward as possible 
with the knees bent, hips high, and head close to 
the floor. 

Bronchoscopy. Bronchoscopy should be perform- 
ed at least once for diagnostic as well as therapeutic 
purposes, as indicated in the discussion under lung 
abscess. To be effectual, the bronchoscopic treat- 
ment should be preceded by postural drainage. 
Shrinking agents should be applied topically to all 
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portions of visible edematous mucosa and injected 
into affected bronchi too small to be seen. Aspi- 
ration of secretions should be thorough and complete 
and assisted by repeated voluntary coughing. After 
removal of all secretions, instillation of 100,000 
units of aqueous penicillin has value. 

A satisfactory therapeutic bronchoscopy permits 
aeration of the peripheral bronchi and alveoli, re- 
storing the usefulness of cough as a mechanism for 
clearing bronchial secretions. Periodic deep breath- 
ing and coughing, as well as postural drainage exe- 
cuted after bronchoscopy, assist in maintenance of 
bronchial aeration and in elimination of secretions. 
With the return of secretions not effectively re- 
moved by postural drainage, another bronchoscopic 
treatment is necessary. 

Antibiotic Therapy. Proper use of antibiotics plays 
an important part in the treatment of bronchiectasis. 
However, since the bronchial lesions are irreversi- 
ble, antibiotic therapy in reality is symptomatic 
therapy, causing a decline of the infection and re- 
sulting in a concomitant improvement in pulmonary 
function marked especially by alleviation of 
dyspnea. 

The greatest value of the antibiotics is to combat 
the acute exacerbations of bronchopulmonary in- 
fection which occur so frequently during the course 
of this chronic disease. With effective therapy, there 
will be improvement in the general condition, re- 
duction in fever, decreased cough and expecto- 
ration, alteration in the character of the sputum 
from purulent and fetid, and resolution of the pneu- 
monitis observed roentgenographically. The same 
routine of sputum smears and cultures employed in 
the bacteriologic evaluation of lung abscess should 
be used in these patients. 

For these acute episodes of respiratory infection, 
either the broad-spectrum antibiotics (1 or 2 Gm. 
daily) or penicillin (procaine penicillin, 300,000 to 
600,000 units daily) are effective. The broad-spec- 
trum group is preferred by some for these incidents 
as well as for the bronchopulmonary infections that 
follow acute upper respiratory tract disease. These 
authors suggest that although penicillin is valuable 
when the acute bronchopulmonary infection is 
caused by Gram-positive bacteria, allergic reactions 
caused by this antibiotic are considerably higher 
than to any of the members of the broad-spectrum 
group. They recommend further that these agents 
should be begun three to five days after the onset of 
the nasopharyngitis when the beginning of broncho- 
pulmonary infection is likely, rather than at the on- 
set of the upper respiratory infection. This judg- 


ment is based upon the possibility of unpleasant side 
effects from the broad-spectrum antibiotics, necessi- 
tating their termination when the need is greatest. 
In view of the likelihood that bronchopulmonary 
invasion will develop in patients with bronchiecta- 
sis, routine use of prophylactic antibiotic therapy is 
justifiable for mild upper respiratory infections. 

In the occasional exacerbation in which Gram- 
negative bacilli predominate, the broad-spectrum 
antibiotics or streptomycin and sulfadiazine are 
indicated. For the rare initial Proteus or Pseudo- 
monas infection, the therapy discussed under lung 
abscess is applicable. 

For the treatment of the chronic bronchopul- 
monary infection, although the mainstay is adequate 
drainage, penicillin may be helpful in decreasing 
the volume of sputum, lessening its purulent char- 
acter, and improving the chronic inflammation of 
the bronchial wall which contributes to the obstruc- 
tive dyspnea. The broad-spectrum group is not pre- 
ferred because prolonged use of antibiotics is re- 
quired for the management of this chronic phase, 
and with the broad-spectrum antibiotics the hazard 
is great of a new resistant infection invading the 
bronchi and lungs. Although there is a danger of 
allergic reactions to penicillin, it is a risk less serious 
than infection with resistant organisms for which 
effective treatment is not always available. When 
penicillin therapy is followed by the presence of 
Gram-negative organisms or penicillin-resistant 
staphylococci with resultant infection due to these 
organisms, one of the broad-spectrum drugs may be 
used for about five days to restore penicillin sensi- 
tivity. 

Aerosol Therapy. Satisfactory results may follow 
the use of systemic antibiotic therapy alone. How- 
ever, improvement may not occur until antibiotic 
aerosols are also employed, while additional 
symptomatic relief occurs in some after aerosol ad- 
ministration. The best response is obtained there- 
fore, by the combined use of systemic and aerosol 
therapy. The basis for aerosol therapy is the failure 
of adequate concentrations of antibiotics to appear 
in the sputum of patients with pulmonary suppura- 
tion (Figure 7). With proper aerosol therapy an 
adequate concentration of the antibiotic is topically 
applied to the diseased area. 

The correct use of aerosol therapy requires a 
nebulizer so constructed as to permit the gener- 
ation of an aqueous mist containing particles sufh- 
ciently small to be deposited in the bronchioles and 
alveolar ducts. The Vaponefrin and DeVilbiss Num- 


ber 40 nebulizers are satisfactory for this purpose. 
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In addition, a source of air or oxygen supply must 
be available to force the solution against the baffle 
in the nebulizer to create the mist. Hand bulb 
nebulizers are tiring to the patient and do not de- 
velop an aerosol of sufficiently small-sized particles. 
Hand pumps or foot pumps may be used, but the 
most satisfactory technique employs oxygen at a 
flow rate of 4 to 8 liters per minute. Inhalation of 
micronized or powdered penicillin or streptomycin 
is probably less effective and more wasteful of drug 
than liquid aerosols. 

The solution is prepared by dissolving 50,000 to 
100,000 units of penicillin in one cubic centimeter 
of normal saline. This amount is administered four 
to six times daily during the acute exacerbations of 
bronchopulmonary infection, and two or three 
times daily during the chronic phase. If Gram-neg- 
ative organisms are present, 100 mg. to 250 mg. of 
streptomycin may be nebulized four to six times 
daily. Some routinely employ penicillin and strepto- 
mycin simultaneously. It is noteworthy than when 
streptomycin is used in the management of bron- 
chopulmonary suppuration, resistant Gram-nega- 
tive bacilli appear after three to seven days, thereby 
limiting the value of this antibiotic. 

Because of associated bronchospasm and bron- 
chial edema, there is some advantage to using bron- 
chodilating and vasoconstricting agents as the 
vehicle for the antibiotic to be aerosolized. For this 
purpose 0.3 to 0.5 cc. of 1:100 epinephrine hydro- 
chloride or 1:200 isopropylarterenol hydrochlor- 
ide (Isuprel) may be combined with 0.5 cc. of 1 per 
cent phenylephrine hydrochloride (Neo-Syne- 
phrine). 

It is recommended by some that the bronchodila- 
tor and vasoconstrictor should be aerosolized initial- 
ly without the antibiotic in order to render the 
bronchi more patent. Following this, the antibiotic 
agent is nebulized. This doubles the time necessary 
for each treatment and often causes undue fatigue 
especially if mechanical methods are used as a 
source of air supply. 

The nebulizer is held at the open mouth rather 
than in the mouth. The patient is instructed to 
inhale the mist, hold his breath briefly and then 
exhale. At the completion of each inhalational ses- 
sion, the patient is encouraged to cough, with or 
without postural drainage, to help evacuate the 
bronchial secretions. The addition of wetting agents 
to the vehicle is valuable to lower surface tension 
and encourage penetration of the aerosol, as well 
as to render the sputum less viscid and permit 
better bronchial evacuation of secretions. 
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Figure 7. Therapy of bronchopulmonary suppuration. 


For acute episodes occurring in the course of 
bronchiectasis, therapy is usually effective in one to 
three weeks; while for chronic infection, prolonged 
treatment is required, or repeated courses lasting 
four to eight weeks may be necessary. Such pro- 
longed treatment often results in an alteration of 
the flora and the appearance of organisms resistant 
to penicillin, and therefore a continued clinical 
response is not maintained. For chronic infections 
the use of aerosols four times daily for four to seven 
days each month may be symptomatically effective 
without resulting in the development of resistant 
organisms. 

Postural therapy should precede each aerosol 
session, and following therapeutic bronchoscopy, 
aerosol therapy helps maintain a clear bronchial 
airway. 

Edema of the lips, stomatitis, and glossitis may 
follow the use of aerosol penicillin. Such local reac- 
tions may occur after a few days or only after several 
weeks of treatment. This reaction may often be pre- 
vented by thorough mouth and throat rinses with 
water or saline after each administration of penicil- 
lin aerosol. Nicotinamide and riboflavin are useful 
in the management of this reaction. 

Neo-Penil has been more satisfactory than other 
forms of systemic penicillin in the management of 
the acute episodes and chronic phases of broncho- 
pulmonary suppuration. With its use, aerosol peni- 
cillin is not necessary, although bronchodilators 


Aureomycin 


eC 
{ 
> 
{/ 
4 
\ 
/ 
; 
A 
= 
83 


and vasoconstrictors are valuable for the purpose of 
promoting bronchial drainage. 

In patients with bronchiectasis suitable for surgi- 
cal resection, therapy should be used as described, 
as a preoperative measure to render the patient as 
asymptomatic as possible, thereby reducing the 
likelihood of postoperative complications. 

Miscellaneous Procedures. Supportive measures in- 
clude rest, adequate diets, and fluids. Abstinence 
from smoking and avoidance of upper respiratory 
infections are important. Thinning secretions by 
the use of ammonium chloride, potassium iodide, 
ipecac, steam inhalation, and carbon dioxide inhal- 
ations may be helpful. 

Iodized oil instillations into the bronchi, x-ray 
therapy, vaccine therapy, and pneumothorax have 
little or no value. 

Prevention. Measures for the prevention of bron- 
chiectasis presuppose knowledge of the factors of 
bronchial infection and bronchial obstruction that 
cause it. 

The onset of bronchiectasis may follow broncho- 
pneumonia associated with influenza, whooping 
cough, or measles; therefore preventive measures 
are indicated for these diseases. Vigorous treatment 
of the complicating bronchopneumonia with anti- 
biotics should also reduce the incidence of bron- 
chiectasis. 

Slowly resolving pneumonia or incomplete resolu- 
tion of pneumonic processes should be recognized 
as occurring in the absence of signs or symptoms. 
Adequate follow-up of all pneumonias to complete 
resolution is indicated, and therapeutic bronchos- 
copy as well as other measures to relieve bronchial 
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obstruction, are necessary when there is failure of 
resolution. 

Recently the use of streptokinase, streptodor- 
nase,eand trypsin by intrabronchial instillation or by 
aerosolization has been suggested for the therapy of 
“unresolved pneumonia.” 

Recurrent pneumonias suggest the possibility of 
a local cause for such recurrence and offer a clue 
to the presence of bronchiectasis. 

Recognition of the presence of bronchial obstruc- 
tion—especially foreign bodies in children—is ex- 
tremely important in the prophylaxis of bronchiec- 
tasis. Certainly in a child with repeated respiratory 
tract infections, the possibility of a foreign body 
should be suspected. 

Prevention and early treatment of postoperative 
atelectasis also prevents bronchiectasis. X-ray of the 
chest and bronchoscopy are two of the most useful 
procedures in the prevention of bronchiectasis. 

Surgery. It must be re-emphasized that surgical 
resection is the only curative treatment for bron- 
chiectasis. However, only about 50 per cent of 
these patients are candidates for surgical treatment 
in spite of the tremendous progress that has been 
made in this field. Surgery cannot be done when the 
disease is too widespread, in patients with limited 
cardiac and pulmonary reserve, and when there is 
a serious concurrent disease. For these patients, for 
those who refuse surgery, and for the patients who 
are symptomatic after surgical treatment, proper 
medical therapy offers a great deal. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


Child’s Blood Pressure 


WHEN measuring a child’s blood pressure, there is 
good reason to use a small cuff. By means of a three- 
way stopcock, an office sphygmomanometer can readily 
be equipped with two cuffs of different sizes—one for 
adults and one for children (see diagram).—James A. 
Brake, M.D., Hopkins, Minnesota. 
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Cips from Other Journals 


I'** Treatment of Heart Disease 


BiumGart and Freedberg believe that in some cases 
of intractable angina pectoris or congestive heart 
failure, radioactive iodine is beneficial because it 
brings the metabolic demands into line with the 
reduced velocity of blood flow. The I* is not effec- 
tive unless hypothyroidism is induced, and this 
takes from six to twenty-six weeks. 

They have treated only patients who were severely 
incapacitated by their disease and in whom a long 
period of observation showed that the disease was 
relatively stationary or only slightly progressive. 
They advise against this treatment when there is 
rapidly progressive cardiovascular disease, pre- 
existing hypothyroidism, or an associated condition 
that is incapacitating in itself. 

The accompanying diagram shows the results of 
treatment in thirty-nine cases up to the time the 
authors delivered the Lewis A. Conner Memorial 
Lecture of the American Heart Association in June, 
1951. At that time the average follow-up period was 
about two years. All the patients were euthyroid 
before I'*! was given (Circulation, 6: 222, 1952). 


Antistreptolysin and Antihyaluronidase 


ANTISTREPTOLYSIN 0 and antihyaluronidase titers 
have been studied by Rantz, DiCaprio, and Randall 
in normal subjects and in patients having various 
diseases. These antibodies are believed to result 
from contact with hemolytic streptococci. 

It was found that the titers varied greatly with 
the age of normal subjects. In the newborn, titers 
approximated those of the mother, and disappeared 
rapidly. A progressive increase in antibodies marked 
the first years, and titers reached a peak in late 
childhood and then declined gradually so that low 
levels were found during the forties and fifties. 

High titers of one or both antibodies were regu- 
larly present in patients having active rheumatic 
fever (61 cases), acute glomerulonephritis (17 cases), 
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Treatment of thirty-nine cases of heart disease. 


erythema nodosum (2 cases); and titers were ex- 
cessively low in all stages of the nephrotic syndrome 


(24 cases). 


In cases of early rheumatoid arthritis, 70 per cent 


showed low titers, and 30 per cent very high titers. 
This suggested the possibility that infection by the 
hemolytic streptococcus was a precursor event in 
certain cases of rheumatoid arthritis. 


Although these immunologic studies are helpful 


in large-scale investigations of certain clinical prob- 
lems, they are seldom applicable as diagnostic pro- 
cedures for an individual patient. One reason is that 
most of the diseases in which they might be used 
are prevalent during childhood—a time when titers 
are likely to be high in the natural course of events. 
However, the authors concluded that a very low 
titer (50 units or less per cc.) in a patient’s serum is 
strong evidence against a poststreptococcal disorder, 
whereas titers of 500 units or more per cc. will 
rarely be discovered in persons who have not had a 
hemolytic streptococcal infection within the recent 
past (Am. J. M. Sc., 224: 194, 1952). 
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Exchange Resins for Hypertension 


STRINGENT reduction of dietary sodium intake has 
been shown to lower the blood pressure of some 
patients with hypertension. It has been anticipated 
that a similar good effect might be obtained with 
less stringent restriction of sodium if cation ex- 
change resins were part of the treatment. This sup- 
position has been tentatively confirmed by Gill and 
Duncan at the Pennsylvania Hospital, working with 
ambulatory hypertensives. 

The authors treated thirty-eight adults with 15 
Gm. of an ammonium-potassium cation exchange 
resin three times a day after meals. They subsisted 
on a diet that supplied 1 Gm. of sodium daily. Each 
patient had a diastolic blood pressure of at least 100 
and at least moderately good renal function as 
measured by a concentration test or by PSP excre- 
tion. The majority were grade II hypertensives. 

About one-fourth of the patients had good re- 
sults: a combined decrease in diastolic pressure of 
20 or more and to 100 or below. There was a close 
correlation of changes in blood pressure with uri- 
nary sodium excretion. In no case in which the 
urinary sodium excretions were consistently greater 
than 0.5 Gm. per twenty-four hours was there a 
good response. Often the good responses were not 
obtained until after one or two months of treatment. 

In order to prevent electrolyte disturbances re- 
sulting from prolonged resin therapy, patients also 
took calcium lactate (2 Gm.) and potassium citrate 
(2-3 Gm.) daily. 

Good results were readily nullified when a so- 
dium-containing placebo was substituted for the 
resin or when the dietary intake of sodium was in- 
creased above 1.25 Gm. (New England J. Med., 
247 :271, 1952). 


Principles of Vaginal Douching 


Hirst contends that vaginal douching with pressure 
is potentially dangerous and can provoke pelvic in- 
flammatory disease. He recommends that physicians 
be more explicit with patients about douching pro- 
cedure, and he presents an outline of instructions— 
abstracted as follows: 

1. Douches should never be taken under pres- 
sure. 

2. A douche solution should always be acid (14 
cup of white vinegar or 2 teaspoonfuls of U.S.P. 
lactic acid to 2 quarts of water). 

3. Precoital alkaline douches to promote concep- 
tion are ineffective and contraindicated. 


4, A douche should always be taken lying down 
with the knees drawn up and hips raised on a bed- 
pan or on a heavy folded towel in the bathtub. 

5. When a long hot douche is used, the tempera- 
ture of the water is more important than the 
amount—2 quarts given slowly is enough. 

6. Douches are not effective for contraception. 

7. Douches are unnecessary after intercourse 
provided both parties cleanse themselves with soap 
and water beforehand. 

8. Douche equipment should be cleansed with 
soap and water after use and frequently sterilized 
by boiling (Am. J. Obst. > Gynec., 64:179, 1952). 


Survival of Spermatozoa 


In orDER to prolong viability of spermatozoa used 
for artificial insemination, Goldfarb added 60,000 to 
100,000 units of penicillin-G to each specimen of se- 
men. In the single case studied, survival of sperma- 
tozoa in cervical mucus was definitely lengthened by 
this technique. The author believed that this effect 
resulted from suppression by penicillin of detrimen- 
tal influences by bacteria on sperm cells (Am. J. 
Obst. ¢> Gynec., 63: 1322, 1952). 


Quinidine for Auricular Fibrillation 


PRESENT-DAY opinion favors administration of quini- 
dine to most patients having established auricular 
fibrillation, according to Brown. Two advantages 
are expected from restoration of sinus rhythm by 
this method: (1) better control of ventricular rate, 
(2) reduction of incidence of auricular thrombosis— 
hence less danger of embolism. 

Brown emphasizes that attempts should not be 
made to restore sinus rhythm unless patients are 
under close clinical and electrocardiographic ob- 
servation. His program of dosage: 0.2 Gm. by mouth 
every two hours for seven doses. The individual 
dose is increased 0.1 Gm. daily up to a limit of 0.5 
Gm. If sinus rhythm is restored, this schedule is in- 
terrupted, and the patient is given a maintenance 
regimen of 0.2 Gm. every six hours (Mod. Concepts 
Cardiovasc. Dis., 21, June, 1952). 


Excision for Pulmonary Tuberculosis 


Ryan and his co-workers report on thirty operations 
for the removal of pulmonary tuberculous foci which 
remain after continuous daily antimicrobial therapy 
with streptomycin and PAS for four months or 
longer. Local excision was performed because re- 
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lapse in tuberculosis is considered to be related to 
the residual necrotic tuberculous foci which remain 
after antimicrobial therapy. Unless these necrotic 
lesions are eradicated by one means or another, they 
constitute a major threat to the health of the patient. 

Although it is too early to evaluate the results of 
this therapy, the authors hope that by doing small 
resections on these localized lesions, elimination of 
repeated relapses and spreads will be accomplished. 
No postoperative tuberculous complications oc- 
curred, and there was maximum conservation of 
normal lung function (J. Thoracic Surg., 23: 327, 
1952). 


Terramycin for Amebiasis 


From experience with sixteen cases of intestinal 
amebiasis in a phase of active diarrhea or dysentery, 
Sodeman and co-workers have confirmed that terra- 
mycin is effective for this disease. Only one patient 
failed to get a good clinical and parasitologic 
response. 

Dosages ranged from 0.5 to 2.0 Gm. a day, ac- 
cording to patients’ weights, and the usual period 
of treatment was ten days. Patients were invariably 
better by the second day, and intestinal ulcers heal- 
ed within ten to twelve days. Five patients had toxic 
symptoms from the drug, but it did not have to be 
discontinued. Generally speaking, terramycin seem- 
ed at least equal in efficiency to emetine for control 
of acute intestinal manifestations, and was believed 
to have less potentiality for serious toxic effects than 
the latter drug (Ann. Int. Med., 36: 1467, 1952). 


Ureteral Obstruction in lleitis 


RepisH has reported six cases of ureteral obstruc- 
tion complicating regional ileitis. The ureteral ob- 
struction was secondary to the retroperitoneal 
spread of the ileal inflammatory process without the 
presence of a retroperitoneal abscess. The ureteral 
involvement gives rise first to hydroureter and sec- 
ond to either calyectasia or hydronephrosis. In 
some cases the ureterectasia was rapidly reversible, 
suggesting that this finding may be reflex in nature 
(New England J. Med., 246: 993, 1952). 


Nitrogen Mustard Therapy 


Wuen L-cysteine was given along with nitrogen 
mustard (HN2), Weisberger, Heinle, and Levine 
found that the incidence and degree of undesirable 
side effects of HN2 were significantly reduced. The 
L-cysteine was given by mouth or intravenously in 
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a dose of 10 to 30 Gm. just prior to each injection of 
HN? for patients having various neoplastic diseases. 
HN2-induced vomiting, leukopenia, and thrombo- 
cytopenia were thereby prevented or curtailed. The 
combined therapy did not impair the effectiveness 
of HN2 (Am. J. M. Sc., 224:201, 1952). 


Idiopathic Steatorrhea 


Tue rate of glucose absorption from the duodenum 
has been studied by Taylor and Wightman in cases 
of steatorrhea not due to pancreatic disease. By 
comparison with persons who do not have steator- 
rhea, absorption of glucose was quite small in the 
steatorrhea patients. These patients also had flat 
oral glucose tolerance tests, and this was thought 
to be indirect confirmation of the fact that glucose 
absorption was at least delayed. The full clinical 
significance of these findings is not apparent, but 
the authors speculated that imperfect absorption of 
glucose plays a considerable part in the symptoma- 
tology of steatorrhea (Am. J. M. Sc., 224:190, 1952). 


Dermatomyositis and Cancer 


ON SEEING a patient with dermatomyositis, there is 
reason to suspect that he may have a cancer some- 
where in his body, even though there may be no 
symptoms of the cancer. The association of these 
two diseases has been exemplified in about twenty 
case reports, Cottell having added the two most 
recent. Although dermatomyositis is an uncommon 
disease, the thought that it may be a cancer clue 
makes it an important one. Some authors have 
postulated that this collagen disorder may be pro- 
voked by an antigenic stimulus supplied by prod- 
ucts of tumor growth. Cottell mentions that four 
cases have been reported in which improvement re- 
sulted from treatment of neoplasms, and exacerba- 
tion developed when the tumors reappeared (Am. 
J. M. Sc., 224:160, 1952). 


Hypertrophic Pulmonary Osteoarthropathy 


A NuMBER of reports have emphasized that severe 
hypertrophic pulmonary osteoarthropathy is usu- 
ally associated with lung cancer and that the osteo- 
arthropathy may antedate symptoms of the pul- 
monary lesion. 

Recently Frank reported a case in which hyper- 
trophic osteoarthropathy was mistaken for rheuma- 
toid arthritis because the bone changes caused pain 
and tenderness at the ankles, right knee, and wrists. 
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Clubbing of the fingers also was present but was 
painless. X-ray studies disclosed the true nature of 
the bone lesions, and a chest film showed two masses 
in the right lung. Pneumonectomy was performed 
and two lung cancers were found. After this opera- 
tion the hypertrophic pulmonary osteoarthropathy 
regressed surprisingly fast (New England J. Med., 
247 :283, 1952). 


Diabetic Retinopathy 


AccorpinG to Becker, diabetic retinopathy is a 
definite disease entity, distinct from arteriolosclero- 
sis or atherosclerosis. The basic pathologic feature 
is the development of discrete saccular capillary 
aneurysms that look like petechiae. Unlike pete- 
chiae, however, they persist and later become sur- 
rounded by hemorrhages and exudates. Some of the 
aneurysms become hyalinized and are then either 
invisible ophthalmoscopically, or are seen as dis- 
crete punctate white dots. 

Although the pathogenesis of diabetic retinop- 
athy is still a mystery—it is not due simply to insu- 
lin deficiency—its incidence correlates well with 
intercapillary glomerulosclerosis. Becker speculates 
that the tendency of some diabetics to develop 
retinopathy and intercapillary glomerulosclerosis 
may represent a metabolic error of adrenal cortical 
function. Certain histologic studies of the adrenal 
cortex support this speculation (Ann. Int. Med., 
37 :273, 1952). 


Calcific Tendinitis of the Shoulder 


Quictey and Renold treated six cases of painful cal- 
cific tendinitis of the rotator cuff of the shoulder 
with ACTH. All the patients were benefited and in 
none did clinical manifestations return after the 
hormonal therapy was stopped. The best response 
occurred when the symptoms were severe and of 
short duration (New England J. Med., 246: 1012, 
1952). 


Mitral Valvuloplasty 


Spiect, Long, and Dexter carefully appraised the 
auscultatory findings in eighteen patients before 
and after finger-fracture mitral valvuloplasty. The 
diastolic mitral rumble decreased in all patients 
and disappeared in two. The best clinical results 
occurred in the cases that demonstrated the greatest 
postoperative decrease in the mitral diastolic rumble. 

The murmur of mitral insufficiency, when present 
preoperatively, did not increase in intensity post- 


operatively. A new apical systolic murmur appeared 
in nine of the eighteen patients. However, in only 
two of these was the mitral systolic murmur of 
grade three intensity. The appearance of a mitral 
systolic murmur of this intensity was associated 
with only a fair clinical result or a poor result. 

A Graham Steell murmur was present in six of 
the eighteen patients and disappeared in all post- 
operatively. A new basal systolic murmur heard 
over the pulmonic area developed in five patients. 
There was no logical explanation for this murmur. 
The intensity of the first sound was not altered to 
any great extent by mitral valvuloplasty (Am. J. 
Med., 12:626, 1952). 


Primary Liver Cancer 


A cottection of thirty-eight proved cases of pri- 
mary carcinoma of the liver has been reported by 
Sanford. In all but three instances, the cancers 
were of the liver cell type (hepatoma), the remainder 
being cholangiomas. There was a background of 
portal cirrhosis in twenty cases. Most of the patients 
were men. 

Chief diagnostic clues are right upper quadrant 
or epigastric pain; a large irregular liver; absence of 
evidence of cancer in another location; x-ray evi- 
dence of elevation or limited motion or upward 
bulging of the right side of the diaphragm (hepa- 
toma of right lobe), or of displacement of the gas 
bubble of the stomach to the right and downward 
(hepatoma of the left lobe). 

Chief reason for concern with this uncommon 
cancer is the thought that laparotomy affords proof 
of diagnosis and may reveal a resectable tumor 
(Ann. Int. Med., 37:304, 1952). 


Appendicitis During Menstruation 


Various gynecologic disorders associated with men- 
struation may simulate acute appendicitis. Because 
of his impression that appendicitis is rare during 
menstruation, Levi reviewed the records of 725 
women upon whom appendectomy only had been 
performed. The operation was done during men- 
struation in only twenty-four cases, and only nine 
of these showed pathologic evidence of acute ap- 
pendicitis. 

Levi believed that his impression was confirmed, 
and said that “nearly all patients with acute 
symptoms in the lower abdomen and pelvic cavity 
occurring during a menstrual period can safely be 


observed” (New England J. Med., 247:350, 1952). 
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Glucose Tolerance Test 


In sprre of conflicting testimony, Beaser believes 
that both the peak blood sugar value and the dura- 
tion of the curve are significant in the glucose toler- 
ance test for diabetes. He uses a simplified oral 
glucose tolerance test at the Beth Israel Hospital in 
Boston. The patient takes 100 Gm. of glucose, and 
blood and urine sugar values are measured at one 
hour and two and one-half hours afterward. Maxi- 
mum normal values for blood sugar are 180 and 120 
mg. respectively. 

When a patient has had glycosuria but the glu- 
cose tolerance test is normal, Beaser classifies him 
as potentially diabetic, and recommends a decrease 
in the percentage of carbohydrate in the diet and 
a reduction of body weight to normal (New England 
J. Med., 247 :353, 1952). 


Estrogen Therapy of Endometriosis 


LarGE doses of various estrogens (5 to 50 mg. 
a day) were given by Hurxthal and Smith to pa- 
tients having endometriosis or various other gyneco- 
logic abnormalities. Although estrogen treatment 
commonly relieved pain in cases of endometriosis, 
its usefulness was frequently limited because of un- 
pleasant side reactions or unpleasant complications. 

In eight cases of excessive uterine bleeding with 
or without fibroids, stilbestrol in doses of 25 to 50 
mg., every one to three hours, effectively arrested 
the bleeding in four to six hours. Satisfactory re- 
sults were also obtained with long-term estrogen 
therapy in two cases of chronic cystic mastitis 


(New England J. Med., 247:339, 1952). 


Hodgkin’s Disease of the Lung 


ErskinD and Wexels report three cases of pulmon- 
ary Hodgkin’s disease with cavitation. In all cases 
the anterior segment of the right upper lobe was the 
site of the lesion. The disease in the lung was sec- 
ondary to extension from involved mediastinal 


lymph nodes (J. Thoracic Surg., 23: 377, 1952). 


Cancer and Pernicious Anemia 


Because the incidence of gastric cancer had been 
reported to be especially high in pernicious anemia 
patients, Norcross, Monroe, and Griffin studied the 
association of these diseases in 233 Lahey Clinic 
patients. They found that 1.7 per cent of their 
pernicious anemia patients had gastric carcinoma, 
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and that the cancer was not symptomless in any of 
these. They calculated that if yearly routine x-ray 
examinations had been done in their patients, 346 
negative studies would have been made for each 
patient found with carcinoma. This led them to 
question the practicality of the routine roentgeno- 
logic examinations recommended by some physicians 
for patients having pernicious anemia (Ann. Int. 


Med., 37:338, 1952). 


BAL Treatment of Gold Reactions 


From a review of reports of other authors and from 
a consideration of their own experience, Strauss 
and associates concluded that BAL (British anti- 
lewisite) has effectively controlled more than 90 per 
cent of all cases of toxicity due to gold. BAL was 
more effective when given soon after onset of evi- 
dence of toxicity. These authors pointed out that 
there is no substitute for careful observation of pa- 
tients receiving chrysotherapy, but that the effec- 
tiveness of BAL offers a sense of security to physi- 
cians who treat rheumatoid arthritis with gold 


(Ann. Int. Med., 37:323, 1952). 


Chromobacterial Infection 


CHROMOBACTERIA are Gram-negative, aerobic, pig- 
ment-producing bacilliform bacteria. Human infec- 
tion by these bacteria is rare and in most of the re- 
ported cases the urinary tract has been involved. 
Patterson and his associates report a case of septi- 
cemia due to B. prodigiosus occurring in a patient 
who was severely ill as a result of hemorrhage from 
a marginal jejunal ulcer. Although the organism 
was initially sensitive to streptomycin, resistance to 
this drug developed rather rapidly and the patient 
succumbed in spite of intensive antimicrobial ther- 


apy (Arch. Int. Med., 90:79, 1952). 


Spontaneous Chylothorax 


MeavE has observed five cases of spontaneous 
chylothorax without obvious cause. An analysis of 
the history of these patients revealed some incident 
which could have caused fixation of the duct such 
as a congenital vertebral anomaly, trauma, or in- 
fection. Furthermore there was a history of some 
sudden movement that could have caused over- 
stretching of the previously fixed duct. In addition 
to these two factors, the author suggests the pres- 
ence of an increased fragility of the ductal wall. 
In the treatment of chylothorax, simple aspiration 
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should first be attempted for several days. If no 
improvement occurs, closed drainage should be 
established. If this procedure fails, resection of a 
portion of the duct and ligation of the ends should 
be performed (Arch. Int. Med., 90:30, 1952). 


ACTH for Blood Disorders 


Muriet Meyers and co-workers at the University of 
Michigan have substantiated the value of ACTH 
and cortisone in the treatment of idiopathic throm- 
bocytopenic purpura and of idiopathic acquired 
hemolytic anemia. They found that these drugs 
effectively caused remissions from these diseases in 
all but occasional cases. Sometimes the remissions 
were sustained; other times relapse developed, and 
splenectomy was necessary. The advantage of these 
drugs in tiding patients over critical periods was 
especially emphasized (Ann. Int. Med., 37:352, 
1952). 


Treatment of Influenzal Meningitis 


SCHOENBACH, Spencer, and Monnier report the effec- 
tive treatment of thirty consecutive cases of H. 
influenzae meningitis. Eighteen patients were 
treated with a combination of aureomycin and 
sulfadiazine. In this group there were three deaths. 
Twelve patients were treated with chloramphenicol 
and none died. 

Because there were differences in age selection 
between the two groups, no distinction between the 
effectiveness of the two forms of therapy can be 
made. Chloramphenicol therapy, however, appeared 
to have certain advantages, such as the ease with 
which intramuscular chloramphenicol could be ad- 
ministered, the resulting reproducible and main- 
tained blood and spinal fluid levels, as well as the 
effectiveness of this antibiotic when employed with- 
out adjuvant therapy (Am. J. Med., 12:263, 1952). 


Trapezius Paralysis Following Surgery 


ACCIDENTAL surgical injury to the accessory nerve 
during the performance of minor surgical proce- 
dures in the posterior triangle of the neck is not un- 
common. Woodhall has presented eight cases of this 
complication following lymph gland biopsies, and 
the removal of small cysts or tumors. In this area of 
the neck between the sternocleidomastoid and tra- 
pezius muscles, the accessory nerve lies in a very 
superficial position, adjacent to the lesser occipital 
and great auricular nerves, 

The syndrome resulting from accidental division 


of the accessory nerve at this point included atrophy 
of the upper third of the trapezius muscle, sag- 
ging of the shoulder on the affected side, and weak- 
ness of elevation of the shoulder. The inferior angle 
of the scapula became slightly flared and lay closer to 
the spine than the superior angle. True abduction 
of the arm above ninety degrees was not possible in 
any of the cases reported. Variable weakness due to 
disuse of all muscle groups in the affected extremity 
was present, and in three patients hypesthesia over 
the upper posterior cervical region due to concomi- 
tant injury to the lesser occipital nerve was also 
demonstrated. 

In seven of the eight cases the accessory nerve 
was explored, and in four it was found divided. 
End-to-end nerve anastomoses were performed. In 
three, electrical stimulation at operation disclosed 
intact nerve fibers in the operative scar. In these, 
the nerve was dissected free from scar tissue. In six 
of the eight patients followed for a sufficient length 
of time, satisfactory results were obtained. 

The author recommended avoidance of this in- 
jury by abstaining from elective operations in the 
posterior triangle of the neck. If surgical interven- 
tion is indicated, the nerve should be identified by 
electrical stimulation during the course of the dis- 
section (Ann. Surg., 136:375, 1952). 


Phrenic Rebound—A New Physical Sign 


Ir nas long been recognized that irritation of the 
diaphragm as a result of intra-abdominal lesions can 
produce referred pain in the shoulder. In the pres- 
ence of free blood, pus, or intestinal tract contents 
in the peritoneal cavity, pain impulses travel up the 
sensory fibers of the phrenic nerve and produce re- 
flex pain in the area of the sensory distribution of 
the third, fourth, and fifth cervical nerves. Local hy- 
peresthesia or points of tenderness may also be pres- 
ent in the same area of the shoulder. 

Hoffman has pointed out that in cases of intra- 
peritoneal hemorrhage or peritonitis, chemical or 
bacterial in origin, upper abdominal or lower ab- 
dominal pain can be produced by pressure over the 
phrenic nerve in the neck. With the patient’s head 
turned to the contralateral side, sudden abdominal 
pain results from pressure exerted over a point just 
posterior to the lateral border of the sternocleido- 
mastoid muscle and about an inch above the clavicle. 

The pain does not persist when the phrenic pres- 
sure is released. The pain is most frequently lo- 
cated at the lateral border of the rectus abdominus 
muscle, about one half the distance between the 
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level of the umbilicus and the symphysis. Occasion- 
ally it has occurred at the lateral border of the rec- 
tus muscle between the level of the umbilicus and 
the costal margin. It is almost always on the same 
side as that upon which the phrenic pressure has 
been applied. 

Conditions in which this sign has been elicited 
successfully include a ruptured ovarian cyst, per- 
forated duodenal ulcer with peritonitis, ruptured 
appendix with generalized peritonitis, and per- 
forated jejunal ulcer with peritonitis. In two cases 
(a ruptured spleen and a perforated duodenal ulcer) 
false negative results were obtained. The author 
suggested that further testing of this sign is in- 
dicated, including perhaps electrophrenic stimu- 
lation (Ann. Surg., 136:316, 1952). 


Prenatal Syphilis 


Firumara and his co-workers have analyzed the in- 
stance of prenatal syphilis among 1,005 consecutive 
women who were delivered at the Boston City 
Hospital. In 2.4 per cent of these patients, either 
old or recent syphilitic infection was found. It was 
noted that twice as many Negro women as white 
women were infected. Premature births occurred in 
11.8 per cent, an incidence which is twice as high 
as prematurity among noninfected mothers (New 
England J. Med., 247:48, 1952). 


New Test for Bence-Jones Protein 


Co.uieR and his co-workers have described a new 
technique for the identification of Bence-Jones pro- 
tein in the urine even when this protein is present 
in low concentration. Immune rabbit serum is pro- 
duced against chemically proved Bence-Jones pro- 
tein, and then these serums are used to determine 
the presence of Bence-Jones protein in unknown 
urine specimens. This test has produced no false 
positive or false negative reactions. It is considered 
by the authors to be more sensitive than the chemi- 
cal determination for Bence-Jones protein (New 


England J. Med., 247 :60, 1952). 


Impending Hepaiic Coma 


PaTIENTs with cirrhosis of the liver when given cer- 
tain ammonium-containing cation-exchange resins, 
ammonium chloride, di-ammonium citrate, urea, or 
dietary protein may develop a syndrome indistin- 
guishable from impending hepatic coma, according 
to Phillips and his associates. This syndrome is as- 
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sociated with mental disturbances characterized by 
an empty stare, lack of personal tidiness, and con- 
fusion. There also developed a tremor characterized 
by a flapping movement at the metacarpophalangeal 
and wrist joints. There were also electroencephalo- 
graphic changes (New England J. Med., 247:239, 
1952). 


Treatment of Shock 


KurtanD and Malach have been impressed with the 
value of nor-epinephrine in the management of shock 
associated with myocardial infarction. They also 
found this agent of value in the therapy of shock 
accompanying various other conditions. 

Extravascular infiltration of nor-epinephrine may 
result in marked vasospasm with subsequent necro- 
sis and skin ulceration. Application of hot packs at 
the level of the needle as well as above the level has 
decreased the incidence and severity of these cuta- 
neous reactions (New Exgland J. Med., 247:283, 
1952). 


Mental Changes in Hyperparathyroidism 


LitTLE attention has been paid to the mental changes 
in hyperparathyroidism. Fitz and Hallman report 
two cases of hyperparathyroidism with marked ab- 
normalities in mental function as the predominant 
clinical finding. The usual findings of hyperpara- 
thyroidism were not present in these patients. In 
both, parathyroid adenomata were removed, with 
rapid clearing of all mental symptoms (Arch. Int. 
Med., 89:547, 1952). 


Cerebral Dysfunction in Pernicious Anemia 


IN FOURTEEN consecutive patients with pernicious 
anemia studied by Samson and his co-workers, 
delirium was present in thirteen. The degree of 
delirium varied widely from markedly reduced levels 
of consciousness and disturbed behavior to merely 
fluctuation in the level of awareness and an inability 
to do abstract thinking for any length of time. 
These abnormalities were presumed to be due to a 
disturbance in cerebral metabolism and were asso- 
ciated with changes in the electroencephalogram. 

Improvement in the cerebral metabolism occurred 
in the majority of the patients after vitamin By: 
therapy. This improvement occurred before a signifi- 
cant rise in the red blood cell count was noted. 
This would suggest that the cerebral dysfunction is 
primarily metabolic and not secondary to the 
anemia (Arch. Int. Med., 90:4, 1952). 
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Erythromycin 


ERYTHROMYCIN is a new antibiotic produced by an 
organism isolated from a soil sample collected on 
the island of Panay in the Philippines. Haight and 
Finland have studied the laboratory and clinical 
aspects of erythromycin. Pneumococci and Group 
A hemolytic streptococci were the most sensitive 
organisms susceptible to this antibiotic. The other 
streptococci, staphylococci, and Neisseria were less 
sensitive, as were strains of hemophilus and diph- 
theria bacilli. Coliform bacilli, proteus and pyo- 
cyaneus organisms were resistant. 

Erythromycin was essentially similar in its activity 
to penicillin. It was more active than the broad- 
spectrum antibiotics against Gram-positive organ- 
isms, but less active against the Gram-negative 
coliform bacilli and about equally active against 
strains of hemophilus. 

This antibiotic is taken by mouth, and peak 
blood levels were found between one and two hours 
after a dose, and activity could not be demonstrated 
after four or six hours. Various dosage schedules 
were used, varying from an initial dose of 200 mg. 
to 500 mg., followed by 100 mg. to 250 mg. every 
three hours. Larger doses are now being used by 
these authors for patients with staphylococcal in- 
fections (New England J. Med., 247:227, 1952). 

In a similar study on erythromycin, Heilman and 
co-workers recommend a dose of 400 to 500 mg. 
every six hours. If gastrointestinal irritation occurs, 
they reduce the dose to 300 mg. They also point 
out that this antibiotic does not diffuse readily into 
the cerebrospinal fluid in the presence of nonin- 
flamed meninges. They also suggest that the anti- 
biotic be used against Corynebacterium infections. 
(Proc. Staff Meet. Mayo Clin., 27:285, 1952). 


Dramamine for Postoperative Nausea 


IN ADDITION to its value in the prevention of sea- 
sickness, radiation sickness, airsickness, and the 
nausea of pregnancy, Wolf has found that Drama- 
mine has some value in postoperative nausea and 
vomiting. In a series of 250 private patients at the 
St. Louis University Hospital, half were given 100 
mg. of Dramamine orally for their preoperative med- 
ication and another 100 mg. postoperatively as soon 
as swallowing was possible. The other half were used 
as controls. 

Fifty-six per cent of the patients taking Drama- 
mine had no nausea or vomiting whatever, as com- 
pared with 38 per cent of the control cases. Nausea 


and vomiting were much less frequent in the pa- 
tients taking Dramamine than among the controls. 
The results were especially good in those anes- 
thetized under cyclopropane and thiopental, and 
were less striking among those in whom a spinal 
anesthetic had been used. 

The active principle of Dramamine appears to be 
chiefly the diphenhydramine portion, which works 
by its depressant action on the central nervous sys- 
tem. The fact that the drug has been shown to de- 
press labyrinth function indicates that it may also 
act by overcoming any vestibular stimulation which 
occurs after operation. 

The author concluded with a belief that much 
but not all postoperative nausea and vomiting is 
predisposed by excitation of the vomiting center or 
the labyrinth or both. Dramamine may depress this 
excitation and cause a decrease in the incidence 
and severity of postoperative nausea and vomiting. 
He did not believe, however, that the reduction is 
great enough to warrant routine use of Dramamine 
on a general surgical service (Ann. Surg., 136:261, 


1952). 
Diabetes and Pregnancy 


In a study of 140 pregnancies occurring in diabet- 
ics, Hurwitz and Higano have observed an incidence 
of toxemia of 29 per cent, which was about four 
times the occurrence in nondiabetic pregnancies. 
The incidence was higher among the patients with 
severe diabetes and those with diabetes of long dura- 
tion. In the group of 140 pregnancies, there was a 
fetal mortality of 23 per cent, most of which oc- 
curred before the thirty-seventh week. The authors 
suggested that premature delivery be attempted dur- 
ing the thirty-fifth week in an effort to decrease the 
incidence of intrauterine deaths. They recognized, 
however, that this technique might result in an in- 
crease in neonatal deaths from prematurity. Their 
studies indicated that diethylstilbestrol therapy re- 
sulted in decreased fetal mortality and maternal 
toxemia (New England J. Med., 247:305, 1952). 


Pneumococcal Meningitis 


Bunn and Peabody treated twenty patients having 
pneumococcal meningitis with 1,000,000 units of 
penicillin every two hours for at least one week, or 
until clinical remission occurred. Additional ther- 
apy with sulfonamides or aureomycin added noth- 
ing to the efficacy of this therapy, and intrathecal 
administration of penicillin was considered to be 
contraindicated (Arch. Int. Med., 89: 736, 1952). 
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Tuberculosis in Hospital Personnel 


Tue incidence of tuberculosis among employees of 
tuberculosis hospitals is nine times as high as the 
estimated rate in the general population, according 
to Mikol and his associates. The incidence rate was 
highest in the nursing group, but the rates were 
also high for employees in the technical, ward 
dietary, laundry, and housekeeping groups. The 
author’s findings indicate the need for rigid atten- 
tion to preventive techniques (Am. Rev. Tuberc., 
66:16, 1952). 


Treatment of Arterial Disease 


Murson has treated 133 patients with obliterative 
arterial disease by the intra-arterial infusion of his- 
tamine. The types of arterial disease treated in- 
cluded thromboangiitis, arteriosclerosis, arterio- 
sclerosis with diabetes, and embolism. The intra- 
arterial route of administration has a physiologic 
basis because it localizes a drug where it is most 
needed. 

By this method there was a marked improvement 
in walking tolerance, and disappearance of night 
pain. Severe infection complicating the peripheral 
arterial disease was also successfully overcome by 
combining the administration of histamine with the 
use of aureomycin and penicillin, also administered 


intra-arterially (Am. J. Med., 12:680, 1952). 


Benign Bundle Branch Block 


Vazirpar and Levine present clinical data to indi- 
cate that there is a group of persons with bundle 
branch block who have no other evidence (subjective 
or objective) of cardiac disease. Their prognosis is 
good, and patients have been followed from five 
to twenty-nine years and have remained well. The 
cause of the bundle branch block is obscure. The 
authors advise that these patients be permitted to 
carry on normal duties (Arch. Int. Med., 89:568, 
1952). 


Sustained Uterine Contractions 


Unper certain conditions, powerful uterine contrac- 
tions develop during Cesarean sections performed 
under spinal anesthesia, according to a recent re- 
port by Ward and his associates. The normal motor 
function of the central nervous system on the preg- 
nant uterus is inhibitory, and the release of this 
inhibition may cause dangerously strong contrac- 
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tions of the lower segment of the uterus, which make 
the delivery of the fetus extremely difficult. 

Four cases were presented in which a transverse 
incision in the lower uterine segment caused a sus- 
tained contraction ring to develop tightly around 
the baby. A long longitudinal incision was quickly 
made in the uterus in order to deliver the infant, 
but in one of the four, the infant failed to survive. 

The authors believe that there is a syndrome con- 
sisting of, (1) premature labor, (2) ruptured mem- 
branes, (3) an abnormal presentation of the baby, 
and (4) the release of the uterine contraction mech- 
anism by spinal anesthesia. They recommended 
that the abdominal wall should not be traumatized 
after the administration of spinal anesthesia because 
of the danger of releasing this contraction mechan- 
ism, and they questioned whether lower uterine Ce- 
sarean sections should be performed when this syn- 
drome is encountered. They advised that if this 
type of Cesarean section is performed, the incision 
should not be a transverse one (Am. J. Obst. & 
Gynec., 64:406, 1952). 


Heat Stroke in Parkinsonism 


PatiENTs with Parkinsonism (paralysis agitans) tol- 
erate extremes of temperature poorly. Toxicity due 
to treatment with belladonna alkaloids increases the 
incidence of hyperthermia in this disease, but an 
important predisposing factor is a disturbance of 
autonomic regulation caused by the underlying 
pathologic process, according to Litman. 

The author reports three patients with Parkin- 
sonism who developed severe hyperthermic reac- 
tions during hot weather. He recommends that 
during hot weather, activities of these patients be 
reduced and physical exertion, especially outdoors, 
be discouraged. Clothing should be light and rest 
periods frequent. Ingestion of fluids is encouraged 
(Arch. Int. Med., 89:562, 1952). 


Cancer of the Urethra 


Cancer of the female urethra is an uncommon dis- 
ease, only 400 cases having been reported in the 
literature. Ruch and his co-workers have pointed 
out, however, that the lesion is indistinguishable 
clinically from simple urethral caruncle and there- 
fore the practitioner must be alerted to the possibil- 
ity of its occurrence. 

The average age in a series of thirty-four cases re- 
ported by these authors was 58 years. The early 
symptoms are not unlike those of urethral caruncle. 
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Although no single symptom predominates, bleed- 
ing is the most frequent initial complaint. Pain, 
especially dysuria, is common, and occasionally 
complete urinary retention occurs as a result of the 
tumor. 

The lesion usually appears as a reddish growth 
at the dorsal aspect of the meatus, with a strong 
tendency to bleed. Usually this malignant lesion is 
accompanied by more induration than the simple 
caruncle, but a difference in size is not a reliable 
diagnostic point. 

The tumor spreads by direct extension, with in- 
volvement of the neighboring labia and anterior va- 
gina. Extension to the bladder is uncommon and, 
although enlargement of inguinal nodes is frequently 
seen, only two cases in this series were proven to 
have inguinal metastases. Lymphatic spread pre- 
sumably occurs as a late complication. 

Since the differential diagnosis between early 
urethral cancer and caruncle is difficult, all such 
lesions should have an excisional biopsy for tissue 
study. Even when this is done considerable diffi- 
culty may be encountered in histologically distin- 
guishing the caruncle that has considerable epi- 
thelial hyperplasia, the tendency being to overcall 
epithelial hyperplasia as malignancy. 

Surgical excision of urethral cancers has been un- 
satisfactory because of the frequency of incontinence 
following it. The possibility that urethrocystectomy 
with transplantation of the ureters may eliminate 
the incontinence must be borne in mind in future 
cases, but the authors suggest that the most satis- 
factory treatment to date is irradiation. 

The prognosis indicated by this series was poor, 
37 per cent being alive and well without evidence of 
recurrence after five years. The authors empha- 
sized that the most efficient way of reducing the 
mortality would be by early detection of cases (Can- 
cer, 5:748, 1952). 


Regional Enteritis 


SURGICAL intervention in regional enteritis should 
be reserved for those cases complicated by peritoni- 
tis, obstruction, abscess, fistula, or intractability, 
according to a recent report by Hurwitz and Zo- 
vickian. Resection of the diseased bowel with ileo- 
colostomy in one stage has resulted in a high mor- 
tality and an even higher rate of recurrence. 
Ideally, complete surgical diversion of the fecal 


stream should be most effective, but an ileocolostomy 
itself will not accomplish this unless the proximal 
transverse colon is divided and exteriorized together 
with the distal ileal loop. The authors recommend 
ileostomy as a more effective means of sidetracking 
the fecal stream, and recommend its use for, (1) 
cases complicated by severe peritonitis, and (2) in- 
stances of extensive segmental involvement of the 
large bowel as well as the ileum. With a modern 
apparatus they have found little difficulty in getting 
the patients accustomed and mentally adjusted to 
an ileostomy life. 

After subsidence of acute complications, such as 
peritonitis, obstruction, etc., re-establishment of 
the intestinal tract can be performed. If the patient 
becomes well adjusted to an ileostomy, removal of 
the diseased ileum and entire colon with mainte- 
nance of a permanent ileostomy is recommended. 
Total colectomy is advised when segmental areas of 
stenosis are present in the rectum and transverse 
colon with polypoid hyperplasia of the mucosa 
(Ann. Surg., 136:278, 1952). 


Cold Agglutinins in Atypical Pneumonia 


GALLAGHER and Gallagher noted that patients with 
atypical pneumonia who were not treated with aure- 
omycin developed higher titers of cold agglutinins 
and sustained them longer than patients who were 
treated with this antibiotic (New England J. Med., 
247 :314, 1952). 


Treatment of Atypical Pneumonia 


Fintanp has reviewed the available reports on the 
antimicrobial therapy of primary atypical pneumonia. 
He concludes that aureomycin is effective in the 
therapy of this illness. Terramycin is also effective, 
but the evidence for the value of chloramphenicol is 
less convincing. It is probable that streptomycin, 
penicillin, and the sulfonamides have no effect on 
primary atypical pneumonia (New England J. Med., 
247:317, 1952). 


Removal of Heart Tumor 


Maurer reports the surgical removal of a primary 
lipoma of the heart. This is the second example of 
the successful removal of a tumor of the heart (J. 
Thoracic Surg., 23: 479, 1952). 
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Information Please 


Cortisone for Rheumatoid Arthritis 


Q. | have a patient with rh toid arthritis who has been on corti- 
sone for the past eight months. The dose has been gradually re- 
duced until she has been maintained for several months on one 
tablet daily. If this is stopped symptoms and swelling begin to ap- 
pear in twenty-four hours. Can this patient be maintained indefi- 
nitely on this type of therapy? 


A. If a patient with rheumatoid arthritis is so 
fortunate as to be maintained well on 25 mg. of 
cortisone daily, there is almost no hazard in con- 
tinuing this dosage indefinitely. One cannot be 
sure, of course, that 25 mg. will continue to be 
effective. 


Red Sweat 


Q. The mother of a 4-year-old girl has noticed for the past year 
that the child's perspiration and saliva stain clothing or bedding a 
“rust stain.” The child is apparently healthy. She is 38 inches tall 
and weighs 35 pounds. She has never had any serious illness and 
seems normal in all respects except for an allergy to milk which has 
persisted since infancy. The rust color is not noticed on urinary stain- 
ing. The sister who is 1 year old does not exhibit this phenomenon, 
nor do the parents, all of whom are apparently normal individuals. 


A. Chromidrosis with red sweat is so rare that 
this patient is a problem in medical research rather 
than a patient for whom a consultant can casually 
prescribe. 

One thinks of leptothrix, a dermatophytosis which 
may produce red granules on hairs, especially of the 
axillae in adults, with reddish staining of sweat (see 
Sutton and Sutton, Diseases of the Skin, tenth edi- 
tion, p. 1,112). One thinks of Bacillus prodigiosus 
as a possible source of such color. One thinks of 
porphyria, in which the urine turns dark on stand- 
ing, possibly because of defective liver function (see 
Brunsting and Mason, Proc. Staff Meet., Mayo Clin., 
22:489, 1947). A Japanese with red sweating was 
cured by the authors who reported the case (Arch. 
Dermat. & Syph., 45: 166, 1942) by the administra- 
tion of sulfur by mouth. 

Samberger (Dermat. Wehnschr., 109:806, 1939) 
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discussed chromidrosis in general and described a 
patient with orange-red sweat, the cause of which 
he could not determine. The excessive ingestion of 
yellow and orange colored vegetable matter (carrot, 
peach, apricot, carotene in vitamin concentrates, 
etc.) can turn the skin and secretions orange yellow. 
The case deserves careful study and a report in the 
medical literature. 


Intestinal “‘Virus” Infection 


Q. In the West Virginia area we are having many cases of intes- 
tinal “virus” infection, so called for want of a better name or 
diagnosis. The symptoms are high fever, nausea, vomiting and/or 
diarrhea, abdominal cramps, and general malaise. Have you a 
better diagnosis? What is the preferred treatment? 

A. There is no intestinal infection which has been 
proved to be caused by a virus. It is possible that 
some of the infections which are referred to are due 
to viruses which are as yet undiscovered. Some in- 
fections of this nature are caused by staphylococ- 
cal toxins or by salmonella or shigella organisms. 
Except in the case of the shigella organisms which 
respond to sulfonamides, aureomycin, terramycin, 
or chloramphenicol, the treatment is symptomatic. 


Infectious Mononucleosis 


Q. | would like to know about the treatment of acute infectious 
mononucleosis and its prognosis. 


A. Acute infectious mononucleosis is treated 
by bed rest during the febrile period, together with 
analgesics and palliative measures for headache, 
sore throat, and malaise. Associated hepatitis, which 
occurs in about 5 per cent of cases, is treated with 
the same measures as infectious hepatitis; namely, 
confinement to bed during the presence of jaundice, 
high protein, high carbohydrate diet, and supple- 
mentary vitamins. Antibiotics have not been shown 
to influence uncomplicated infectious mononucle- 
osis, but are useful in the treatment of secondary 
infections due to pyogenic organisms, such as 


: 


pharyngitis, tonsillitis, and pneumonitis. Rupture 
of the spleen is a rare but most serious complication 
and should be treated by immediate splenectomy. 

The symptoms of acute illness usually subside 
within a few weeks at most, but convalescence may 
be characterized by fatigue and a feeling of weak- 
ness for some time longer. Involvement of the 
nervous system or liver occasionally is marked by 
residual permanent effects. Death from uncompli- 
cated infectious mononucleosis must be very rare. 
A few fatalities have been reported, due to splenic 
rupture or respiratory paralysis. 


Treatment of Anemias 


Q. Please discuss symptomatic treatment of anemias. A colleague 
has referred a patient to me... “I never classified her anemia . . . 
treat t was sympt isted of injections 
of a mixture of folic acid, liver extract, and vitamin By.” 


+ + 


A. It is presumed that symptomatic treatment of 
anemia is more or less synonymous with shotgun 
treatment of anemia. No attempt is made to find 
the cause of the anemia. No regard is given to the 
fact that anemia is always a symptom and cannot 
be treated without understanding the reason for 
its development. It is simply hoped that by treat- 
ing the patient with a mixture of antianemic rem- 
edies benefit might accrue, and the lazy physician 
will not have to think. 

Such a practice cannot be condoned. Liver ex- 
tract and vitamin By, are only helpful in pernicious 
anemia and related megaloblastic anemias. Folic 
acid should be used only in certain very rare forms 
of megaloblastic anemia. Their use in the “symp- 
tomatic” treatment of anemia may cause unneces- 
sary delay, and the first clue to some serious dis- 
ease such as carcinoma may be overlooked until it 
is too late. Anemia is a symptom and before treat- 
ment is initiated, its cause must be sought. 


Vomiting of Pregnancy 


Q. What is the most effective treat 
of pregnancy? 


t for the 


and vomiting 


A. About 50 per cent of women have nausea and/ 
or vomiting during the first three months of preg- 
nancy. Generally the distress is not severe but is 
nonetheless disturbing. Mild measures usually over- 
come the difficulty. Instead of eating the customary 
three meals a day, the patient should eat small 
amounts of food every two hours. The food should 
be solid and preferably carbohydrate. Unfortunately 


many pregnant women who have nausea dislike 


sweets and starches at this time. These women 
should eat whatever appeals to them or at least 
what is not repulsive to them. Water should not 
be taken with the meals but about an hour after 
eating. In some cases of morning vomiting, eating 
dry crackers or dry toast before getting out of bed 
helps. 

A mild sedative such as a bromide (1 Gm. (15 
gr.) three times a day) or phenobarbital (0.3 Gm. 
(Y% gr.) three times a day) often aids considerably. 
Dramamine (50 to 100 mg.) taken a few minutes 
before meals helps some women. Rest and quiet 
are also helpful, but it is important for the patient 
to be occupied mentally with matters other than 
the pregnancy. 

If the patient cannot retain any food, or only a 
small amount, and little liquid, she should be hos- 
pitalized. Hyperemesis is usually cured quickly 
when treatment is instituted early. If hospitaliza- 
tion is delayed until the patient is extremely de- 
hydrated and starved, the problem is serious. 


Help for an Alcoholic 


Q. A man aged 34, an alcoholic who has not drunk for four years, 
had business reverses and started to drink. After three or four 
drinks, he realized what he was doing and what he was getting 
into. He called me. What should | have done—how should | have 
treated him? 

A. Alcoholism is always only a symptom of a 
personality maladjustment and therefore one can’t 
prescribe with any surety from the brief descrip- 
tion given. 

The points to consider under such circumstances, 
however (regarding the problem strictly as a medi- 
cal one) are: (1) To attempt to find out the sig- 
nificance of the symptom more than the generality 
of an escape. (2) What can be done fundamentally 
to change the personality problem that leads to the 
use of alcohol as the escape? (3) Determine the 
possible benefits of support, counsel, guidance, 
from yourself as a physician by frequent contacts 
with the patient. (4) What can be done about the 
environmental factors in terms of alleviation, 
change? (5) What forces in the environment can 
be helpful in terms of the family, associates, or 
friends? (6) Has the man had any contact with 
Alcoholics Anonymous, and is this a situation in 
which it might be helpful? (7) Consideration of 
whether temporary institutionalization is desirable 
to support the man during the struggle and solve 
some of the associated problems. (8) The indica- 
tions for intensive, prolonged help to avert such 
behavior in future periods of stress. 
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LV 


MANUAL FOR PHYSICIANS’ OFFICE ATTENDANTS 


BY HENRY B. GOTTEN, M.D. AND DOUGLAS H. SPRUNT, M.D. 


Qualifications of a Medical Assistant or Secretary 


THE qualifications of a medical assistant or secre- 
tary, other than those of a technical nature, do not 
differ materially from those required for any other 
business office. Necessary special training must be 
acquired by study and experience. 

Guxe wishing to engage in this type of work should 
have at least a high school education; otherwise, a 
hardship is imposed upon both the assistant and the 
doctor. As in any other line of endeavor, college 
training adds to the professional assistant’s effi- 
ciency. She should also be neat in her personal ap- 
pearance, and should avoid habits which detract 
from the dignity of her position. 

The average physician has only one, and not more 
than two, office assistants. This means that the 
assistant must fulfill all the many duties of the office. 
It means that she must be eager to learn. If she is 
working with other employees, she must be willing 
to do their work when called upon, and to adjust 
herself to the demands of the job when and where 
the occasion arises. No other qualifications can take 
the place of energy and willingness to work. 

The work required in a professional office is one 
of great detail and mistakes are easily made. Atten- 
tion to these details and the elimination of mistakes 
based on carelessness, inattention, or confusion will 
save much time and annoyance. Many of the details 
which the office assistant must look after have a 
medicolegal possibility as physicians’ records are 
often subpoenaed in court. This is particularly true 
in accident cases, death claims, malpractice suits, 
or other controversies. Carelessness, sloppy han- 
dling of records, and general inefficiency regarding 
records cannot be condoned. 
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We begin here the first of a four-part series of articles 
by Dr. Henry B. Gotten, associate professor of medicine 
at the University of Tennessee, and Dr. Douglas H. 
Sprunt, professor of pathology at the University of Ten- 
nessee. The four sections together form the first part of a 
Manual for Physicians’ Office Attendants, to be pub- 
lished in February by Charles C Thomas. Part Il of 
the Manual, which we will not reprint, is devoted to 
laboratory techniques, of great value to the medical 
assistants for whom the Manual was written, but not 
necessary for our physician readership. 


A professional office should have an atmosphere 
of quiet dignity. The work should be carried on in 
a businesslike manner, and should give the impres- 
sion of efficiency. Rude or inefficient treatment will 


The manner of greeting makes a pro- 
found impression on the patient. 
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cause many patients to become dissatisfied and even 
to leave an office without seeing the doctor. The sec- 
retary must be able to adapt herself to the profes- 
sional atmosphere and to handle patients with tact 
and consideration. This calls for taste, dignity, a 
pleasant manner, and good judgment in dealing with 
others. These attributes are essential in almost 
every office, and especially so in the doctor’s office. 
They are either inherent or are developed early in 
life, and unless one possesses them at the outset, 
some other career should be chosen. 

Further, the assistant must keep all matters con- 
cerning the patients and her employer in strictest 
confidence. The relationship between a doctor and 
his patients is an exceedingly personal one, and out- 
side discussion of any circumstance which may 
arise in the office is highly unethical. Nor should 
she discuss patients with friends, relatives, or ac- 
quaintances who have also been patients; they will 
receive the impression that if she talks about others 
she will also talk about them. Many people are ex- 
tremely sensitive about their disabilities and do not 
like to have such matters known. 

By no means should the assistant give laboratory 
or x-ray reports to the patient or to members of his 
family unless specifically directed by the physician. 
These examinations may reveal that the patient is 
afflicted with diabetes, tuberculosis, cancer, venereal 
disease, or some other condition which carries seri- 
ous implications. Reports concerning pregnancy, 
drug addiction, and alcoholism are also highly con- 
fidential. To reveal such information prematurely is 
likely to distress the patient or the family and cause 
the physician considerable embarrassment. It is 
equally embarrassing to give information of a nega- 
tive nature, as this may lead to questions by the 
patient which the assistant cannot answer. 


The Waiting Room 


The patient’s first contact is not with the doctor, 
but with the secretary. Her manner of greeting and 
of obtaining preliminary information makes a pro- 
found impression upon the patient. 

All types and classes of people come to the doc- 
tor, and both the doctor and the assistant must ad- 
just themselves to the patients’ temperaments and 
personalities. It must not be forgotten that patients 
are frequently unacquainted, ill at else, and at a 
considerable disadvantage because they are not 
well. Some are nervous and apprehensive; others 
are cross and irritable; many are in pain. In addi- 
tion, some patients are entirely unreasonable in 
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their demands and in their conduct. All are “‘cus- 
tomers,” however, and, as in other types of business, 
within the limits of endurance, the customer is al- 
ways right. In any event, the patient is the person 
to be pleased if there is a reasonable way of doing so. 

Business men are frequently unreasonable. They 
are accustomed to running their own offices in a 
manner quite different from that of a doctor. They 
are the poorest of “waiters” and become impatient 
at what seem to them unnecessary delays. A sec- 
retary will be called upon to handle these patients 
in a businesslike manner. It is far better to give 
them a definite appointment than to lead them to 
believe they will be seen quickly and then have them 
wait. They may often be “short-circuited” to see 
the doctor before they become too impatient. This 
is important if they make repeated visits for dress- 
ings, injections, or other minor treatments. 

Rural people, especially, are anxious and ill at 
ease until they become acquainted. They usually 
have little to say, and do exactly as they are told. 
The secretary should not take advantage of this sit- 
uation; on the other hand, she should show them 
the utmost consideration. A friendly attitude on 
her part will promote confidence in the doctor. She 
should see that they are made comfortable, that 
their anxieties are quieted, and that they are given 
proper instructions for their examination. She is 
also in a position to show them many courtesies, 
such as making telephone calls, obtaining bus and 
train schedules and, if necessary, finding a place 
where they may obtain a room or meals. She should 
keep in mind their circumstances, and refer them to 
a place in keeping with their financial status. 

One or more relatives or friends usually accom- 
pany rural patients to the doctor’s office. It is al- 
ways helpful if the unnecessary members of the 
party are sent to town or otherwise disposed of, 
with instructions to return at approximately the 
time the patient will finish his examination. 

Not infrequently, patients take their place in the 
reception room without making their presence 
known to the secretary. In order to avoid unneces- 
sary delay, the secretary should glance around the 
room at intervals, to be sure everyone has regis- 
tered. In cases where two or more physicians use 
the same waiting room or where more than one of- 
fice assistant attends in the waiting room, patients 
frequently are overlooked, or one of the assistants 
may assume that the other has registered them and 
knows which doctor they are to see. Patients have 
been known to wait several hours because of care- 
lessness or misunderstanding in the waiting room. 


RS 
A 
oe 
4 
ar 


The patient's record is highly impor- 
tant, both to himself and to the doctor. 


Keeping of Records 


The physician’s secretary is responsible for all 
the patients’ records or histories. A record is made 
for every new patient. In some offices, they are 
numbered and filed in numerical order. In this 
event, a card index should be kept, each patient 
having a separate card whereon the name, address, 
and history number is written. These cards should 
be filed by name, in alphabetical order; in looking 
up a record, one may then refer to the card index 
for the name and number of the patient. Records of 
patients who are under active treatment may be 
kept in a convenient basket, thus precluding the 
necessity for filing and withdrawing the records at 
each visit. The secretary will soon become suffi- 
ciently familiar with the patients to know which 
records to file permanently and which to keep in 
the temporary file. 

Extreme care should be exercised at all times to 
prevent loss or damage of a record. The patient’s 
record is highly important, both to himself and to 
the doctor. 

Some physicians have all their records typed, 
while others write only brief summaries in long 
hand. A complete typewritten record is definitely 
desirable for reference; conversely, poorly written, 
incomplete, and untidy records are of little value 
and, indeed, hardly worth keeping. 

A variety of forms are used for keeping records 
of patients (Form 1). Physicians who make 
complete examinations may have a rather long 
form, upon which all the information is placed. This 
information should include the patient’s name, 
address, and age, the name and address of his near- 
est relatives or parties responsible for the bill, the 
name and address of the referring doctor, the pa- 


tient’s family and personal histories, his complaint, 
the findings on physical examination, laboratory 
and x-ray studies, the recommendations for treat- 
ment, and the treatment given. Some forms also 
carry a space for accounts. This, of course, is only 
one type of record. If less detail is required, the 
form may be much shorter. 

The secretary should tactfully obtain a part of 
this information for the record. The full name and 
address of the patient should be taken. If he lives in 
the country, the route and box number should be 
listed. If he lives in the city, the business address of 
the patient or of the responsible parties, in addition 
to the street number of the residence, should be 
recorded. Since people in cities move about a great 
deal, the residence address may be changed, though 
the business address is likely to remain permanent. 
If the patient is a child, the name and business 
address of the parents should be incorporated. In 
order to save time in the event calls to the patient 
should be necessary, both the business and home 
telephone numbers should be placed on the his- 
tory. This is also useful in the event the telephone 
is not listed under the patient’s name; should the 
occasion arise, he may then be reached without dif- 
ficulty. 

The secretary may obtain the age of the patient, 
unless he or she shows a reluctance to give this in- 
formation. In filling out reports, such as insurance 
claims, more reliance is placed upon the age given 
on the medical report than on that obtained from 
other sources. A discrepancy causes considerable 
confusion. 

The patient’s family history may likewise be re- 
corded by the secretary, t.e., whether the mother 
and father are living or dead, the number of 
brothers and sisters living and dead and, if any are 
dead, the causes of their deaths. In addition, she 
may obtain the patient’s past history, including any 
previous illnesses, such as typhoid fever, pneu- 
monia, contagious diseases, and operations. 

Doctors doing special work may require the 
secretary to determine from the patient his com- 
plaint and chief symptoms, and the duration of his 
illness. If an injury has brought the patient to the 
doctor, the secretary should make a notation of the 
part of the body which is injured, the cause of the 
accident, the location and time of its occurrence, 
and by whom the patient is employed. 

Some physicians dictate the physical findings to 
the secretary while making examinations of pa- 
tients, or shortly thereafter. In this event, the sec- 
retary transcribes these notes on the patient’s 
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record, All laboratory and x-ray reports should be 
recorded on the history exactly as received. 

It is well to repeat that information contained in 
the patient’s record is confidential, and the secre- 
tary should see that it remains confidential. Pa- 
tients do not divulge their personal histories for 
subjects of idle conversation. Nor should any in- 
formation be given to anyone from the records with- 
out the written permission of the patient. This can- 
not be too strongly stressed. The secretary may not 
be aware of the reasons of outside parties for asking 
information about patients. It may be desired for 
legal purposes, or merely to satisfy the curiosity of a 
gossip monger. Such requests should always be re- 
ferred to the physician. 


Stenographic Work 


The amount of stenographic work in the doctor’s 
office varies according to the type of his practice. If 
he does a consulting practice, many letters must be 
written about the examinations and progress of the 
patients. The secretary ascertains from the patient 
when he registers at his first visit whether he is re- 
ferred by a physician and if a report of his examina- 
tion is to be made. 

A great deal of stenographic work is necessary in 
replying to letters of patients who report on their 
progress, or request information or renewals of 
prescriptions. These letters should be answered 
as promptly as possible, since the patients expect 
early attention. 

Physicians who do a routine practice may use a 
number of prescriptions repeatedly. The secretary 
can type these prescriptions, filling them in except 
for the name of the patient, the date, and the physi- 
cian’s signature. She may also be expected to write 
various diet sheets frequently used. In addition, she 
will be required to fill out medical forms in accident 
and insurance cases. No special training in the 
preparation of these forms is necessary. Each insur- 
ance company has question blanks for its cases and 
the answers are more or less routine. 

In some offices the secretary answers corres- 
pondence about bills and writes collection letters on 
delinquent accounts. The latter may follow an es- 
tablished form or may be dictated, as each case de- 
mands. The usual delicacy in the handling of such 
matters should be exercised. 

The secretary should keep a carbon copy of all 
letters and forms, regardless of their nature. These 
may be necessary not only for the doctor’s informa- 
tion, but for reference in the event of litigation. 
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Bookkeeping 


Some physicians employ a double entry system of 
bookkeeping, such as is used in other businesses, 
though the majority have a much simpler system, 
which requires no. special training. By the latter 
system, each patient’s name is placed in a day book 
and is followed by the charge. At the close of each 
day, the charges are transferred to a permanent 
ledger, together with any collections made, and the 
balance due is recorded (Form 2). Another page may 
carry the daily total charges, collections, and bank 
deposits. The payments by check or by cash may 
also be entered on either a day book or a receipt 
book, for double entry purposes. Some doctors have 
their charges posted only once each month, or at 
the conclusion of the treatment. In either case, a 
daily record must be kept of the number of visits. 

By the more complicated systems, a daily entry is 
recorded on a ledger sheet for each patient. The 
amount paid on any day is shown, together with the 
balance due, and a duplicate entry is made. 

A number of bookkeeping systems are sold by 
printing houses which specialize in doctors’ sup- 
plies. Some of these contain the ledgers attached to 
the history sheets, or space for the accounts on the 
history sheets. On such forms, the physician makes 
the necessary notes regarding the treatment given 
the patient, and at the same time enters the charges, 
the amount paid, and the balance due. This is a sim- 
ple method, although it leaves little room for details 
on the history. By another system, the physician 
makes out a slip with the name and address of the 
patient, a note as to the examination and treatment, 
and the charge. These slips are filed, and each addi- 
tional slip carries forward the balance from the 
previous visit. This system is objectionable, in that 
the tickets are easily torn or lost in handling. 

Whatever system is used, it is desirable that dup- 
licate entries be kept, in order that possible mis- 
takes may be checked. In the simple day book sys- 
tem, the entry on the day book may be checked with 
the entry on the permanent ledger. 

A daily record should also be kept of the doctor’s 
house visits and hospital calls. Failure to do this 
may result in a loss of revenue, since no check can 
be made on these calls. 


Telephone Calls 


The reception and disposition of telephone calls 
constitute an important part of a secretary’s work 
and should be handled with extreme tact. Although 
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NAME 


ADDRESS 


ACCOUNT NO. 


SHEET NO. 


CREDIT 


BALANCE 


many calls may be annoying and may seem unneces- 
sary, to the patients they are of sufficient import- 
ance to justify the trouble. Not infrequently, calls 
are of an emergency nature and require immediate 
attention. 

Every secretary should keep a pencil and pad 


To... 
WHILE YOU WERE OUT 
== 
| TELEPHONED | PLEASE CALL HIM 
| CALLED TO SEE YOU WILL CALL AGAIN 
WANTS TO SEE YOU | RUSH 
Operator 


Form 3. Printed form for recording telephone calls. 


Form 2. Form of simple ledger sheet commonly used by physicians and dentists. 


convenient for the recording of numbers. Entirely 
too many errors are made on the assumption that 
numbers can be remembered. A poor note may be 
better than a good memory. Some offices have 
printed slips on which may be listed the name and 
phone number of the person calling, and the time of 
the call (Form 3). In any case,a place for notes ofall 
calls should be provided on the doctor’s desk, where 
they will not be overlooked or misplaced under 
papers and records. 

The secretary should answer phone calls by giv- 
ing either the name of the doctor or his number. 
For example, she should say, ‘Dr. Smith’s office,” 
or, if more than one doctor uses the same office, she 
should repeat the number. If the caller wishes to 
speak to the doctor, she should say, ‘Just a mo- 
ment, please,” and should communicate privately 
with the doctor. If he cannot conveniently talk, she 
should state that he is seeing a patient, and should 
obtain the caller’s name and telephone number and 
attempt to determine whether or not the matter is 
urgent. It is never a good policy, however, to refuse 
to allow a patient to speak to the doctor if he insists 
upon so doing. An urgent call should, of course, be 
transferred to the doctor as soon as possible. If he 
is not in the office, the secretary should not reply, 
“Dr. Smith is not in the office,” and expect the 
caller to resume the conversation. Instead, she 
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should answer, ‘Dr. Smith is not in the office, but 
I can find him for you.” Here, also, she should take 
the name and phone number, and ask whether or 
not the call is urgent. It is often helpful if she can 
learn the nature of the call, though she should do so 
without exhibiting undue curiosity. Many persons 
are reluctant to give information on the phone, re- 
fusing to divulge their names, their numbers, and es- 
pecially their purpose in calling. Business men, in 
particular, are likely to feel that the secretary is too 
inquisitive about their personal affairs. By tactful 
questioning, however, the necessary information 
may usually be elicited. 

If the call is ofan emergency nature, the secretary 
should obtain the name of the patient, his location 
and, if possible, the nature of the trouble. The 
caller should be assured that the physician or a sub- 
stitute will be sent. In some cases, the secretary may 
suggest first aid treatment to be given the patient 
until the doctor arrives. If he is not immediately 
available, she should at once make every effort to 
find him, calling the places where he is expected 
and leaving a message that an emergency is waiting. 
On locating him, she should inform him of the trou- 
ble and relate the information which she has re- 
ceived. Doctors are sometimes called to the site of 
an accident, only to find that the patient has been 
removed to a hospital. An alert secretary will pre- 
vent such annoyances. 

The secretary should not lead a patient to be- 
lieve that his doctor will be sent on his call if she 
knows this is impossible. Almost every physician 
has an associate who assists him in taking care of 
emergencies. If the secretary is unable to find the 
doctor, she should call a substitute and phone the 
patient immediately, advising him of the matter. 

Every physician has a certain number of patients 
who call four or five times a day about insignificant 
affairs. These interruptions may be limited if the 
secretary intercepts the calls and, by acquainting 
herself with the patients, allays their fears until the 
doctor is able to give them his atiention. A good 
deal of tact is often required in putting off these pa- 
tients, and at times it may be necessary to cut such 
calls short. The secretary may interrupt and tell the 
doctor he is urgently needed, or that an important 
call is waiting on another line. She should be careful 
that patients in the waiting room are unaware of 
transactions of this type. 

Telephone calls from other physicians should not 
be delayed. Many of these represent consultations 
or concern patients under active treatment, and 
should receive prumpt attention. 
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Reception and disposition of tele- 
phone calls require extreme tact. 


The secretary should never disclose too much 
information about the doctor, either on the tele- 
phone or otherwise. For example, she should be 
most careful about giving information as to his 
whereabouts when not in the office. He may be 
attending a business meeting, or may be in con- 
sultation, out on calls, or away on some form of 
recreation. Patients like to feei that their doctor is 
always on the job, and they receive a poor impres- 
sion if they find he is having a little diversion. 
Hence, the secretary is always safe in saying he is 
out on call but she will be able to locate him. She 
should then communicate with the doctor as soon 
as possible, as he may wish to call immediately. A 
prompt transmission of messages will often save 
the physician time and effort if he is out of the 
office. He may be able to make a house call in a 
neighborhood to which he is going, and thus avoid 
the necessity of repeating the trip. 

Long distance calls are usually handled largely 
by the central operator. They should be transferred 
to the doctor without delay. If he is not in the office, 
the secretary should ask who is calling, then try to 
locate the doctor at once and report the call. At 
times, she may be able to take a message and thus 
save the caller considerable inconvenience. 

The secretary should know approximately where 
the doctor is or expects to be at all times. Many 
physicians are careless about leaving the office 
without giving this information. If necessary, the 
secretary should not fail to inquire. Doctors well 
realize that they should always be available by 
phone, and they usually appreciate the interest of 
the secretary who remembers such details. 
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* * TRENDS AND EVENTS 


Pulse of New Congress Interests Doctors 


On THE night of November 4, the country’s suspense 
was ended. Now it is only a few weeks until there is 
a New Year, a new Congress—and the beginning of 
a new series of suspenseful periods, from the stand- 
point of government action on national medical and 
health issues. 

These issues cover a broad range, some of them 
having little in common. They are, in some instances, 
of especial interest and importance to segments of 
the population, such as veterans, military person- 
nel, federal employes, students, aged citizens, and, 
yes, even doctors. Just about the only generalization 
that can be made about the whole package is: 
(1) Each item is going to be examined pretty care- 
fully on Capitol Hill in 1953, and (2) America’s 
doctors have a stake in every one. 

There are no signs whatever that Congress will 
seriously consider, let alone enact, any scheme or 
schemes tampering with the economics of medical 
care. All indications are quite to the contrary. Yet 
it is equally apparent that prompt attention will be 
given to a number of health problems, with the ini- 
tiative being taken by the White House in some 
instances and by Congress itself in others. 

Probably top priority will go to the so-called 
doctor-draft law, with the national lawmakers hav- 
ing to decide whether it shall be extended beyond 
July, 1953, and how it shall be amended if retained 
on the statute books. Department of Defense already 
is asking Selective Service to start classifying physi- 
cians who had military duty in World War II and 
who are under 51 years of age, a fact demonstrating 
that the bottom of the barrel is almost in sight. 

It is now practically certain that the White House 
will ask Congress, soon after it convenes, to grant 
supplemental funds required to prevent a drastic 
reduction in medical and hospital care for war veter- 
ans during the next six months, including services 
rendered by thousands of private practitioners on a 
fee basis. 


IN THE NATION’S CAPITAL *% * 


In the Senate, the strong Committee on Govern- 
ment Operations has signified its intention of work- 
ing out legislation aimed at tight co-ordination of 
Uncle Sam’s far-flung and diversified health pro- 
grams. This could well be a housecleaning under- 
taking of awesome proportions, involving not mere- 
ly conventional medical care of military personnel, 
veterans, and U.S. Public Health Service benefici- 
aries, but literally millions of ordinary citizens who 
happen to be dependents of servicemen. In this lat- 
ter regard, it is altogether likely that both branches 
of Congress will have “‘a new look” at the govern- 
ment’s obligation for dependency care, which has 
never been systematized. Washington grapevine 
has it that a strong case will be presented for meet- 
ing this problem via utilization of private doctors 
and private hospitals, either on a government-paid 
group insurance basis or along fee-for-service lines 
comparable to ‘the “home town outpatient care” 
plan followed by the Veterans Administration. 

The Senate Finance Committee is committed to 
restudy of the social security law, with particular 
attention to be paid permanent and total disability 
insurance and other proposed reforms having defi- 
nite medical implications. 

In both House and Senate, bills will be intro- 
duced on federal financial support of medical educa- 
tion and of local public health units; on contribu- 
tory, prepaid medical, and hospitalization insurance 
for government workers (of whom there are well 
over two million) ; on a greater measure of income 
tax relief in cases where medical expenses run un- 
usually high, and on sundry subjects that are still 
on the drafting boards of legislative counselors on 
Capitol Hill. 

It is altogether likely, too, that efforts will be re- 
newed toamend internal revenue laws so as to permit 
doctors, lawyers, and other self-employed profes- 
sional people to set aside a portion of their income, 
which would be tax-free, each year for diversion into 
a retirement fund. Public hearings on this question 
were conducted in the 82nd Congress by the House 
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Ways and Means Committee but adjournment came 
before any definitive action could be taken. 

All of these proposals, of course, will have to take 
their turn in the involved legislative mill that is 
Congress. But one can readily appreciate that doc- 
tors will have plenty to keep an eye on in Washing- 
ton during 1953, quite separate and apart from auy 
ruckus which may develop on socialized medicine. 


F.T.C. Rejects Therapeutic Effect of Rutin 


One of the most interesting decisions ever to issue 
from a Federal agency is the order promulgated in 
late October by the Federal Trade Commission 
which flatly rejects the therapeutic effectiveness of a 
certain drug. In Washington it is not an uncommon 
occurrence for a drug to be withheld from the mar- 
ket because of its toxicity. But as a rule, Federal 
agencies carefully refrain from passing judgment on 
the therapeutic value of nonproprietary medicinals. 

In the present instance, the drug is rutin. Merck 
Index (6th edition) says of this chemical constituent 
of buckwheat and other plants, with reference to 
medical uses: ‘Vascular purpura, radiation hemor- 
rhages and purpura, vascular complications asso- 
ciated with hypertension and diabetes, including 
retinopathy and various nephritides. Dose—20 to 
60 mg.” 


Federal Trade Commission, acting on opinions 
furnished by five medical consultants, has not only 
characterized rutin as valueless in treatment of cap- 
illary fragility and retinopathy—whether or not 
these conditions are concomitant with diabetes— 
but has cast a shadow over physicians who prescribe 
the drug. 

The respondents referred to immediately above 
were the Hato Company, Inc., of New Orleans, and 
its president, Charles W. Thomas. They were or- 
dered to discontinue advertising that their product, 
*Celparux,” will control diabetes or relieve any of 
the side conditions attributable to diabetes. How- 
ever, the order’s importance lies not in its curbing 
the claims for a proprietary medicinal but, rather, 
in the Commission’s having come out so boldly 
against a rather widely used ingredient—rutin—of 
an over-the-counter remedy. (Evidence presented 
to F.T.C. showed that “Celparux” contains 20 mg. 
rutin, 180 mg. parsley, 60 mg. celery, and 20 mg. 
ascorbic acid, per tablet). 

The Commission’s action in disciplining a com- 
mercial product for extravagant claims beamed at 
the individual who goes in for self-medication of 
serious illnesses will hardly invoke any professional 
disapproval ; but its extraordinary, and perhaps un- 
precedented, indictment of a generic drug may well 
have repercussions. 


Photographic Rzsearch Section, National Institutes of Health 


Over-all view of model of the new 14-story, 500-bed Federal Clinical Center (left background) and its auxiliary 
buildings (left foreground), at Bethesda, Md. To the right of the Clinical Center are the buildings housing the 
seven institutes making up the National Institutes of Health of the Public Health Service, Federal Security Agency. 
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A BALANCED MEDICAL COMMUNITY 


BY STANLEY R. TRUMAN, M. D. 


IN THE past couple of years it has been my privilege 
to travel extensively throughout the country and to 
talk with many people, doctors and laymen. I be- 
lieve our greatest need is for a balanced medical com- 
munity. I want to make a plea for a balanced medical 
community. I want to define such a community and 
present briefly some arguments proving the intensity 
of the need for a balanced medical community. 

By a “balanced medical community” I mean a 
distribution of physicians among the various spe- 
cialties and in general practice so that there will be 
an adequate number of well-trained specialists and 
an adequate number of well-trained general prac- 
titioners. The specialists should be available to han- 
dle referrals of unusual cases, complicated cases, or 
procedures requiring special technical skills or 
equipment, and should be available for consultation 
on severe or problem cases. The group of general 
practitioners should be adequately trained and com- 
petent to take care of the common diseases, ailments, 
and problems, and should act as family and personal 
health counselors and directors, which should in- 
clude the direction of the patient to the proper spe- 
cialist when referral and consultation are necessary 
and desirable. Surveys and experience indicate that 
the distribution of physicians in such a community 
should be from 30 to 40 per cent specialists and 
from 60 to 70 per cent general practitioners. 

The normal balance of the medical community 
has been disturbed in recent years by overemphasis 
on the training of specialists. The causes for this 
overemphasis are clear. The foremost cause is the 
real value of the specialist to the medical community. 
All of us, specialist, general practitioner, and public 
must take full cognizance of this important factor. 
Then, there is the division of the medical school 
into departments for the convenience of organiza- 
tion and teaching. This, of course, is necessary and 
is of great value, but when carried to extremes and 
projected into the practice of medicine, and when 
the marked narrowness and the limitations of the 
teaching curriculum are perpetrated upon the pub- 
lic, then a reduction in the quality of medical care 
occurs, a destruction of the personal nature of medi- 
cal care occurs, there is a marked increase in the 
cost of medical care, and a marked diminution of 
efficiency of medical care. Then the war came, and 


Dr. Stanley R. Truman was one of the 
original officers of the American Acad- 
emy of General Practice. In 1950 he 
became its president. Before, during, 
and since his active participation in the 
official function of the Academy he has 
been a keen student of the socioeco- 
nomics of medicine. His cogent analysis 
of its problems, goals, and achieve- 
ments formed the basis of his widely 
read book, The Doctor: His Career, His 
Business, His Human Relations, published in 1951. In his 
book, as in his other writings, Dr. Truman is an effective 
and articulate champion of the principle that general 
practice is an essential component of a good medical 
system. 

Recently the Academy's past president had an oppor- 
tunity to repeat some of the salient points in this philoso- 
phy at a regional meeting of the President's Commission 
on the Health Needs of the Nation. Numerous other 
Academy members and staff personnel have appeared 
before the Commission during the year but none, it seems, 
have pr ted the Academy's case more convincingly 
than did Dr. Truman. GP is pleased to present herewith 
—tThe Publisher 


his complete statement. 


with it a large army, and for the sake of efficiency in 
organization a division into specialization of the 
medical services accompanied by the inducements 
of a higher rank and renumeration for those men 
who entered the special fields. On return from their 
experiences in the armed forces many men who had 
previously engaged in general practice, and many 
who had never had experience in private practice 
before entering the service, returned to remain in 
special fields. 

Like many things the pendulum went too far. 
Now there is a reversal of the trend, particularly in 
response to a demand by the public for a physician 
with whom they can become intimately acquainted, 
who will be personally interested in the individual 
as a whole, and who will guide and direct their medi- 
cal needs and care. Those of us in general practice 
have proof of this in the constant demands by pa- 
tients for a family physician, by an ever increasing 
number of referrals from specialists with the recom- 
mendation that the person acquire a family physi- 
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cian, and by the fact that we in general practice are 
kept constantly busy while many of those in the 
specialties find themselves much less busy. In fact, 
those American people who have experienced medi- 
cal care under the specialist system and under the 
direction of a competent general practitioner are 
firmly convinced that they neither want nor can 
afford medical care only by specialists. Let me illus- 
trate this point by a couple of cases. A few months 
ago I made a survey and found that the average pa- 
tient coming into my office averaged slightly more 
than three complaints for each visit. Last night the 
last patient I saw had three complaints—he had a 
cold; he had a wart on his left index finger; and he 
had a painful thrombosed hemorrhoid. Twenty- 
seven minutes after he entered my office he had all 
three conditions adequately treated. A one-stop, 
one-fee visit. If he had consulted specialists he 
would have required the attention of three separate 
specialists. He would have had to wait to see three 
separate specialists; he would have had to give his 
history and be treated by three separate specialists. 
I daresay he would have had to take at least two 
afternoons off from his work, which would have 
meant the loss of two half days’ income, besides hav- 
ing to pay fees to support three separate, individual 
physicians. May I say that he expressed his great 
satisfaction in the efficiency and promptness with 
which his various complaints were handled. 

My second example further illustrates the impor- 
tant point of the place of the specialist and the gen- 
eral practitioner in the balanced medical commu- 
nity. The first of last week a woman consulted me 
asking this question, ‘Would you be willing to be 
our family physician?” The problem she presented 
was her husband, two sons, and herself. The hus- 
band was making a weekly trip to a dermatologist 
and a biweekly trip to a nose and throat specialist. 
She was making a weekly trip to an internist and a 
weekly trip to a gynecologist. One of the sons was 
being seen twice a week by an allergist; the other 
son was being seen once a week by a pediatrician. 
Count them up yourself! Eight visits weekly to 
physicians, six different physicians! After carefully 
reviewing each of the members of the family, con- 
tacting each one of the specialists and getting re- 
ports from them, I found that it was necessary for 
the family to come in once a week as a unit and that 
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the care of only one of the specialists was necessary 
(the husband was advised to continue his therapy 
under the nose and throat specialist). 

A corollary to this waste of patients’ time and 
money by too many doctors is the great waste of 
doctors’ time. If and when some of the excess of 
specialists are diverted into the field of general prac- 
tice the increase in efficiency will go a long way to 
help solve the problem of shortage of doctors in 
many areas. 

To arrive at a balanced medical community it will 
be necessary for our medical schools to plan for this 
as a long-term goal. This must start in the medical 
school curriculum in which the professors and 
teachers are aware of the fact that they are training 
many of their students to enter the field of general 
practice. This must be followed by an adequate 
training program in the intern and resident years 
where the finest facilities must be available for young 
men to become as competently trained in the prob- 
lems of general practice as their colleagues are com- 
petently trained in the special fields. Many of our 
schools are attacking these problems. Many schools 
are emphasizing the importance of training for gen- 
eral practice, and a few are making plans and foster- 
ing programs of advanced teaching in the intern and 
resident years. The University of Colorado, for ex- 
ample, has a three-year residency in general prac- 
tice. Some hospitals have two-year residencies in 
general practice. Other schools have preceptorships. 
I believe it would be unwise, if not impossible, to 
crystalize the method of training general practition- 
ers at this time, but we must emphasize the impor- 
tance of more and better training for the men who 
are to enter this field. 

In conclusion, I have emphasized the importance 
of a balanced medical community with adequate num- 
bers of specialists and adequate numbers of general 
practitioners in their proper ratio; I have empha- 
sized and illustrated the economic necessity for such 
a balanced medical community; and I have indi- 
cated the significant requirements of the medical 
school and postgraduate years in training men for 
this type of community. Only by maintaining a high 
quality and adequate supply of both general prac- 
titioners and specialists can the quality and stand- 
ards of medical care to which the American people 
are accustomed be maintained. 
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REVISED PENSION BILL A BOON TO PHYSICIANS 


BY MAC F.CAHAL, J.D. 


MepIcaL attention is being increasingly directed 
to the Keogh-Reed Bills (H.R. 4371 and H.R. 
4373) on which public hearings were held last 
May by the House Ways and Means Committee. 
Purpose of the bills is to permit self-employed 
persons—as doctors and lawyers—not now under 
the Social Security Act, to establish limited retire- 
ment plans with the privilege of tax deferment on 
the money until after retirement. The bill pro- 
vides that each individual coming under the bill’s 
provisions, be allowed to pay into a trust fund, or 
some other flexible fund, a portion of his earnings 
up to $7,500 per year for twenty years. Those 
paying in the total amount would thus acquire 
pension rights of $150,000. 

Interested in the legislation, in addition to the 
American Medical Association, are the American 
Bar Association, the American Institute of Archi- 
tects, the American Dental Association, the Ameri- 
can Federation of Radio Artists, the Association of 
Stock Exchange Firms, the American Farm Bureau 
Federation, the American Institute of Accountants, 
the Authors’ League of America, Inc.; the Society 
of Industrial Designers; and other organizations 
representing professional, self-employed people. 

The revised Keogh-Reed Bill incorporates the 
following changes from the original bill: 

1. A provision for a lifetime limitation of $150,- 
000 on the total amount excludable from taxable 
income. 

2. A provision for a past service credit in the 
form of additional excludable amounts for persons 
now over age 55 which will not apply later than 
age 75. 

3. A provision which would permit the al- 


ternative of a capital gains tax only if the funds 
were distributed five or more years after they had 
been excluded from taxable income after age 60. 

4. A provision which would give the taxpayer 
some choices in the form of his investment. 

5. A suitable carry-over provision for crediting 
exclusions in one year above the limits of the next 
year’s or the next two years’ excludable quota. 

6. An addition to the preamble to describe more 
fully the purpose of the bill. 

With the past-service credit feature incorporated, 
the predicted monthly cash refund annuity starting 
at age 70 will average $208 for physicians; $146 
for lawyers; $140 for dentists. Average pensions 
starting at age 75 for those now age 56 would be 
$131 for physicians; $121 for lawyers; $72 for 
dentists. 

The average excludable amount in 1953, accord- 
ing to a statement of Frank G. Dickinson, Ph.D., 
Director of the Bureau of Medical Economic Re- 
search of the American Medical Association, will 
be $1,290 per physician, $860 per lawyer, and $756 
per dentist if every physician, lawyer and dentist 
is actually willing to set aside ten per cent of his 
earned income for old age into this severely re- 
stricted retirement fund (no person can touch the 
fund for ordinary crises, only for death or perma- 
nent and total disability.) 


Treasury Fears Income Tax Loss 


Theoretically, the members of these three profes- 
sions could withhold a total of four hundred million 
dollars in 1953 from income tax, and this fear has 
caused the United States Treasury Department no 
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little consternation. However, Dr. Dickinson feels 
that the amount actually withheld will be only about 
forty million dollars. And this is small in compari- 
son with the amount now being excluded by em- 
ployers for the financing of approved pension plans 
for their employees. 

Proponents of the bill feel that it must be enacted 
in the interests of simple justice, since, with most of 
the population protected by Social Security, it is 
patently unfair to exclude altogether self-employed 
persons, who are just as exposed to the insecurities 
of old age as are those who were employed during 
their working days. 

Another objection to the bill has been that rich 
men will use it more than poor men, simply because 
of the progressive income tax rate. But, as Dr. 
Dickinson points out, saving is a phenomenon of 
age, not of income level. Younger, poorer men sel- 
dom pay much attention to saving for old age until 
they reach middle years and peak earning power. 
Says Dr. Dickinson: ‘The most important personal 
factor will be the propensity to save, not the income 
level. Some people of very modest means do a very 
good job of saving and others of very high income 
don’t give their old age a second thought.” 

Dr. Dickinson goes on to predict “that the Con- 
gress, five to ten years after this measure is passed, 
will be searching for ways to liberalize rather 
than to restrict the tax deferment encouragement to 
pensions which this bill will provide. Our popula- 
tion is aging very, very rapidly. With the Social 
Security Act of 1935, we started out bravely to de- 
velop a new social attitude towards the needs of old 
age. The Social Security Act was the first step. 
Even as amended, it provides only a floor of protec- 
tion and is weighted in favor of those close to retire- 
ment age. The second great step in this new social 
attitude of not leaving pensions entirely to indivi- 
dual initiative was Section 165 and related sections 
of the Revenue Act of 1942. I said then that it was a 
crime to exclude the self-employed from the tax-de- 
ferment benefits of that Act. So the third step in 
developing this new notion of social responsibility 
requires that a reasonable bill of this type be en- 
acted into law. It will complete the triad. Without 
it, our new social theory will be like a tripod sup- 
porting a camera with one of the three legs missing.” 
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Physician’s Earning Years Relatively Short 


Dr. Dickinson also points out the necessity 
for this third step from the broad social and eco- 
nomic standpoint. The total taxes paid by a physi- 
cian on a lifetime income of a certain amount may 
greatly exceed those paid by a nonprofessional per- 
son on the same amount of lifetime income, because 
the physician has a long training period and his 
high earnings are bunched into a relatively small 
number of peak years. In addition, the physician 
must meet the high cost of obtaining his license— 
seven to eight years of college, plus internship, pius 
residency at nominal pay. Dr. Dickinson estimates 
the cost to the physician on the first day he starts to 
practice at $35,000. “Our tax laws do not permit 
him to depreciate this capital cost of becoming a 
physician,” concludes Dr. Dickinson, “nor am I 
advocating any change of the tax laws in that direc- 
tion. So the physician who enters practice at 28 or 
30 years of age will not have the opportunity to de- 
preciate his investment for tax purposes. The aver- 
age physician, will, of course, earn several times the 
average income of all wage earners. The laws of 
many of our states prohibit the corporate practice 
of medicine as contrary to the public interest. The 
professional man should be responsible for his acts. 
Since he cannot incorporate, he must practice as an 
individual proprietor, in a partnership, or, rarely, 
as an employee.” 

The medical profession stands opposed to exten- 
sion of the Social Security Act itself to cover profes- 
sional people. For one thing, pension under the 
Social Security Act does not start at 65 unless the 
eligible person earns less than $50 a month; in 
addition, extension of Social Security will increase 
the risk of compulsory health insurance. 

For more than ten years now ten million self- 
employed members of our population have been 
overlooked completely while much has been done to 
ensure the future well-being of the rest of the popu- 
lation. 

It is high time the gap was closed and a plan pro- 
vided to assure the continued independence of 
the professional class. It is therefore certainly to be 
hoped that the revised Keogh-Reed Bill will secure 
speedy passage. 
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FAMILY MEDICAL SPENDING UP WITH INCOMES 


BY NORMAN SUN, PH.D. 


In THE fifteen years between 1934-36 and 1950 
the money income of urban families in the United 
States nearly tripled, although consumption pat- 
terns for the same period show very little change. 
At the same time, use of medical care and the 
amount of money spent for it showed definite 
increase. 

These facts are part of preliminary summary 
results of the Survey of Consumer Expenditure in 
1950 on income and spending of urban families 
and wage earner and clerical worker families in 
cities, recently released by the Bureau of Labor 
Statistics. 

The survey was extensive, covering 12,490 families 
and individuals living in ninety-one cities. Primary 
purpose was to provide a new average “market 
basket cost” for over-all revision of the Bureau’s 
Consumers’ Price Index. It had been using pur- 
chases of moderate income city families for a one- 
year period between 1934-1936 as the “market 
basket”. This new survey, compared with the pre- 
vious one of fifteen years before, reveals many facts 
of interest to general practitioners. 


Family Income Up from Fifteen Years Ago 


In 1950, the urban family money income, after 
payment of personal taxes, (federal and state in- 
come taxes and property taxes), averaged, national- 
ly, about $4,300. In addition, families received 
another $50, on the average, from inheritances, 
settlements of fire and accident policies, and other 
additional sources. This total income is about 
three times higher than that of fifteen years ago 
(1934-36), which showed an average of $1,524 
(See Chart 1). It must be borne in mind, however, 
that real income did not increase nearly so much, 
since the consumers’ price index shows an in- 
crease of 80 per cent for the period. 

In 1950, the average family income was higher 
than the national average in the Middle Atlantic, 
East Central, and Pacific regions. The rest of the 
country was below the national average, with the 
very lowest incomes in the East South Central 
area (See Table 1). 

However, in both periods, 1934-36 and 1950, 
these families spent about 97 per cent of their 


INCOME 


EXPENSES 


1934-36 1950 


Chart 1. Annual family income and expen- 
ditures for the years 1934-36 and 1950. 


money incomes for goods and services used in 
family living. But in 1950, they had to draw on 
past savings and other extra-ordinary sources to 
meet their personal insurance premiums, cash 
gifts, and contributions. 

Total expenditure per family, in 1950, was $4,700, 
about 6 per cent higher than current income after 
payment of taxes, which amounted to 7 per cent 
of their total income. 


Table 1. Average family income by region, 1950. 


United States 

East Central and Pacific 

Middle Atlantic 

West North Central and Northeast 
Mountain and South Atlantic 

West South Central 

East South Central 


Source: Bureau of Labor Statistics. 


Family Spending Patterns Show Some Change 


No striking changes were revealed in the family 
consumption pattern in the two periods (See 
Chart 2). Food and miscellaneous goods and 
service items show very little variation in their 
percentage of total spending. Food items remained 
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at a little over one-third of the total expenditure 
(34.3 per cent for 1934-36; 34 per cent for 1950). 
Miscellaneous expenditures amounted to 8.8 per 
cent for 1934-36 and to 8.7 per cent for 1950. 

The greatest drop in percentage expenditure 
showed up in housing, fuel, light, and household 
furnishings (from 32.7 per cent in 1934-36 to 25.7 
per cent in 1950). 

Larger slices of the total intake went for clothing, 
transportation and medical care. The most rapid 
rise was in spending for transportation—it in- 
creased from 8.4 per cent in 1934-36 to 13.6 per 
cent in 1950. 

Spending for medical care in the same period 
showed a rise from 3.9 per cent to 5.3 per cent. 
Clothing showed only a moderate percentage in- 
crease. 


Medical Care Spending Goes Up with Income 


The survey reveals definitely that, as the family 
income increases, expenditures for medical care 
increase, both in the amount of money spent and 
in the percentage of the total family budget. 
Average family spending for medical care in the 
1934-36 survey was $59. It rose in 1950 to about 
4 $215. 

Put in another way, medical care took 5.3 per 
cent of the family budget in 1950, and that amount 
was 36 per cent higher than in the 1934-36 period. 

A strong relationship between the amount of 
spending for medical care and the size and geo- 
graphic location of the community is also revealed 
in the 1950 survey. A lower spending for medical 
care, both in amount and in percentage of total 
spending for current consumption, is quite pro- 
nounced in small cities of less than 30,500 popu- 
lation (See Table 2). 

It must be borne in mind, however, that the 
figure 5.3 for percentage of family budget going 
for medical care in 1950 is the spending only of 
wage earner and clerical families in cities—the 
percentage of their current expenditures. 

For the nation as a whole, as Dr. Frank G. 
Dickinson, Director of the Bureau of Medical Eco- 
nomic Research of the American Medical Associa- 
tion has reported, cost of medical care was 4.3 
per cent of the family total expenditure for the 
year 1950, an increase of only 2.4 per cent over 
the figure for 1935-39, which was 4.2 per cent of 
the family spending for the sum of those years. 
Dr. Dickinson also reports the index of prices 
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Chart 2. Percentage distribution of expenditures of moderate 
income families in cities. Source: Bureau of Labor Statistics. 


of medical care and drugs up 55 per cent above the 
1935-39 level, as compared with an 86 per cent 
increase in the entire Consumers’ Price Index. 


Table 2. Family expenditure for medical care in selected cities. 


1950 
percentage of 
expenditure for 
City and current 
Population group Amount consumption 
1,000,000 AND OVER 
New York, New York....... $290 5.9 
Chicago, Illinois........... 257 $.2 
Los Angeles, California. .... 283 6.1 
Philadelphia, Pa........... 225 5.1 
240,000 TO 1,000,000 
Minneapolis, Minn.......... 253 5.7 
Kansas City, Mo.........+.-. 204 5.1 
229 5 
30,500 TO 240,000 
Charleston, W. Va.......... 261 6.0 
Lynchburg, 213 6.4 
UNDER 30,500 
Grand Forks, North Dakota.. 195 4.9 
Ravenna, Ohio. ........... 177 4.8 
Pulaski, Virginia. .......... 178 5.4 
Madill, Oklahoma......... 150 4.7 


Source: Bureau of Labor Statistics 


1950 
MEDICAL CARE 
TRANSPORTATION 


Lire in a highly industrialized society, with its con- 
stantly increasing pressures and tensions, is creat- 
ing new problems for both the industrial physician 
and the general doctor. That, at least, is the opin- 
ion of Dr. R. Lomax Wells, who recently delivered 
a talk on “Industrial Production and the Phy- 
sician” before the Eastern Panhandle Medical So- 
ciety in Martinsburg, W.Va. 

Dr. Wells’ talk was reprinted in the Medical An- 
nals of the District of Columbia, and GP feels the 
talk contained so much valuable information for 
the general physician who numbers workers in in- 
dustry among his patients, that it is abstracting 
here the pertinent data Dr. Wells introduced. 

By-products of high speed industrial produc- 
tion are increased volume of patient traffic and in- 
creased difficulty in diagnosis, Dr. Wells points 
out. 

“It behooves the physician to differentiate clearly 
between the organic and the functional,” he states, 
“since the pitfalls of labeling as ‘neurotic’ the suf- 
ferer from marked organic disease are well known. 
A carefully obtained history, laying emphasis on 
the past and family history, habits, occupational 
and domestic information, as well as the story of 
the present illness, is the backbone of any diag- 
nostic approach. Perhaps the most neglected fea- 
ture of the history has been the occupational fea- 
ture. It is not sufficient to know where a man works 
and his job title, but we should also know what he 
does, the hazards of his job, his hours of work, and 
his attitude toward his job, his supervisor, and his 
fellow worker. We should know how long he travels 
to and from work and how he travels. We should 
not be content with knowing how many meals he 
eats, but also know what he eats. His home life 
should be probed. His recreational activities should 
be defined and even his philosophies unfolded. 


Taking Worker Off Job Not Always the Cure 


“All of this is time-consuming and offers a very 
real problem to the busy practitioner. Without a 
well-grounded knowledge of all of these things, 
however, it is grossly unsatisfactory to pass it over 
and write a prescription for a sedative and advise 
time away from the job. The patient honestly feels, 
in most cases, that the job makes him nervous, but 
more often than not the underlying factor is found 


INDUSTRIAL MEDICINE CREATES NEW CHALLENGE 


in off-the-job situations. Taking such an employee 
off the job does not take him away from his trou- 
bles. It often leaves him in the middle of them, 
where he stews and frets and becomes even more 
nervous. If he is advised to get away from home, 
job, and city into a new environment for two, four, 
or six weeks, he often adds an additional financial 
burden to the one he may already be carrying. He 
leaves behind all intimates with whom he might 
talk. He is away from you, his physician, whom he 
needs as a guide and counselor. As a result, his anx- 
ieties frequently increase, he becomes lonely and 
depressed, and at times he becomes an easy prey 
for charlatans and quacks. My plea is to keep these 
people on the job whenever humanly possible, to 
keep them under your supervision, and guide them 
carefully back to normal attitudes, reactions, and 
understanding. The general practitioner with his 
always deep background knowledge of the family 
as a whole is peculiarly well equipped to guide these 
patients if he will avoid the sedative, “take a leave” 
pitfall. 

**There is another consideration apparently often 
misunderstood by the private physician through no 
fault of his own, and that is the fact that many 
workers qualify for sickness disability benefits under 
various and sundry plans. There are over 7,500,000 
workers in this country receiving benefits through 
health and welfare plans, established either by in- 
dustry or by means of collective bargaining between 
management and labor. Medical care under these 
plans varies greatly. I do not believe that such plans 
are really working on an equitable basis when the 
worker with pneumonia is treated promptly with 
antibiotics, recovers promptly, and returns more 
quickly to his job than ever before, while his fellow 
worker, alleging that his job makes him nervous, 
gets a sick slip from his physician advising a pro- 
longed absence for which he is going to be paid. 
An absent employee’s work must be done by a sub- 
stitute or divided among his fellow workers. This 
increases the cost of production in the first in- 
stance and increases the work load of other workers 
in the latter instance. 

**A sickness certificate signed by a reputable 
physician recently crossed my desk with this note: 
‘Mrs. ——— has become increasingly nervous be- 
cause she is doing two jobs—her job at the com- 
pany eight hours a day, and all of her housework, 
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plus helping on the farm, milking the cows, etc. 
It is too much for her. I have advised her to be 
away from her job with the company for six months.’ 
That physician unthinkingly was asking the com- 
pany to finance his patient for six months while 
she did a full day’s work at home. In addition, the 
company would have the salary of her replacement 
for six months. Who foots this bill? In the final 
analysis it is you who buy the company’s service. 
To give this woman a six-month leave of absence 
without pay is one thing; to give her sick leave 
with pay ts quite another. I am sure that this phy- 
sician made his recommendation in good faith and 
in the best interest of his patient, but he should 
have inquired of her with respect to the company’s 
sickness plan. 

‘Another sickness certificate reads: ‘Diagnosis: 
Nervous exhaustion. Return to duty: Indefinite.’ 
Management’s planning of its work operations is 
made difficult when it does not even have an esti- 
mate of absent time. The problem is pinpointed a 
bit more clearly when I tell you that a work force 
of 290 to 300 operators over and above the normal 
24-hour complement must be maintained in one of 
our large metropolitan centers in order to com- 
pensate for absences of all kinds and to insure the 
public the service it is entitled to and expects.” 

Dr. Wells expresses appreciation of the fact that 
the personal physician’s primary responsibility is 
to his patient, but points out that simple, honest 
and well-meant suggestions by doctors that the pa- 
tient help his condition by getting away for a few 
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“I only came to see if you'd care to renew your magazine subscription.” 


weeks’ vacation is often presented by the patient 
to his employer as a prescription for a sick leave 
with pay. The industrial physician is often put to 
it to act in good faith to all parties concerned. 


Healthy Workers Vital to Sound Economy 


*‘America’s vast industrial production geared to 
high speed is the democratic world’s first line of 
defense against the forces of Communism,” sum- 
marizes Dr. Wells. “Back of this almost unbeliev- 
able mechanized force stand the workers of Amer- 
ica’s industrial army. . . . Into this picture, during 
peace and war, the physician is blended as an in- 
tegral part, since machines need men and women 
of sound mind and body. The challenge of keeping 
America healthy faces all men of medicine today, 
for our way of life depends upon the maintenance 
of a healthy civilian working force backing up a 
strong, healthy, and fully equipped armed force. In 
a world of this kind, more men and women are 
geared to high speed, and under the existing pres- 
sures and tensions the increasing numbers of cases 
of “nervous fatigue” show up. Beset with anxieties, 
depressions, irritabilities, outbursts of teraper, and 
petty annoyances, the patient presents himself to 
the physician with many and sundry complaints. 
It is here that the busy physician, despite lack of 
time and pressure of his own problems, must avoid 
the easy solution of writing out a prescription for 
phenobarbital and saying ‘‘Get away from the job 
for 2 month.” 
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THE FAMILY PHYSICIAN MEETS WALL STREET 


BY WILLIAM 1. LA TOURETTE 
Security Analyst, Shearson, Hammill & Co. 


Planning a Balanced Investment Program 


Many investors have as their objective an invest- 
ment program which will include a reasonable pro- 
portion of fixed-income securities as well as com- 
mon stocks, and which will provide both a better- 
than-average return and a reasonable degree of capi- 
tal appreciation. The sole purpose of fixed-income 
securities, that is bonds and preferred stocks, in an 
individual’s portfolio is primarily for preservation 
of capital and secondarily for income. Both func- 
tions have been all but forgotten in the inflationary 
environment of the past decade and more, which 
has claimed the holders of fixed-income securities 
as its principal victim. Nevertheless, bonds and pre- 
ferred stocks continue to play a vital role in any 
conservative long-range investment program, which 
must take into account the possibilities of deflation 
as well as those of inflation. 

Fixed-income securities are ideally suited for the 
preservation of capital in periods of generally de- 
pressed business conditions. In such deflationary 
times of falling prices, declining industrial ac- 


Posting stock “quotes” in response to investors’ inquiries. 


tivity, and rising unemployment, the demand for 
loans falls sharply as business men have no desire 
to expand or carry larger inventories in the face of 
a shrinking market. The supply of funds, on the 
other hand, increases as the outlets available for 
bank investment decline. Interest rates therefore 
tend to fall and, conversely, prices of fixed-income 
securities to rise. This tendency is actually aided 
by government policy, which fosters ‘“‘cheap mon- 
ey”’ in periods of deflation in order to stimulate the 
revival of business activity. 


Corporate Bonds Subject to Risks 


While corporate bonds and preferred stocks are 
not subject to the wider price fluctuations of com- 
mon stocks or of the price level as a whole, they 
are subject to two risks: (1) a money or interest 
rate risk and (2) a credit risk. The money risk 
factor revolves around fluctuations in the general 
level of interest rates and is largely a function of 
timing. Fixed-income securities purchased at the 
height of a period of nationwide prosperity, when 
the demand for loans is high and interest rates 
consequently have risen, normally carry a relatively 
small degree of money risk, as interest rates may be 
expected to decline with the return of more normal 
conditions. Credit risk is an ever-present factor in 
corporate bonds and preferred stocks, however, and 
it depends entirely on the credit standing of the 
individual company involved. The risk is greater in 
preferred stocks than in the case of bonds, which 
are prior obligations, but if the earning power and 
financial position of a company is steadily deterior- 
ating, its lower credit rating will be reflected in 
declining prices for all classes of its senior securi- 
ties regardless of the trends in many rates as a 
whole. 

United States government bonds, of course, en- 
tail no credit risk and involve only the money or 
interest rate risk. Because of the relatively narrow 
spread between yields on government bonds and 
high grade corporate obligations, the former are 
best suited for an individual’s portfolio. Municipal 
bonds, on which the interest is not subject to Fed- 
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eral income tax, are excellent holdings for investors 
in the high income tax brackets but their low yield 
in relation to other fixed-income securities makes 
them of little appeal to the moderate income in- 
vestor. 

Preferred stocks must be selected carefully be- 
cause of the hybrid nature of this type of security, 
but commitments in high quality issues are war- 
ranted for their larger return. 


Timing an Important Element in Program 


The apportionment of one’s investment funds 
between senior securities and common stocks in 
order to achieve a balanced investment program 
depends first upon the individual investor’s ob- 
jectives and circumstances, and second, upon a 
reasoned appraisal of the timing factor. In a case 
where the amount of funds available for investment 
is relatively fixed, and where capital preservation 
is an important consideration—perhaps because of 
the possibility that some of the funds might well be 
needed in the future for larger office facilities as 
one’s practice expands—a high degree of liquidity 
is needed. A large portion of the investment funds 
in such a case would be placed in senior securities— 
probably 50 per cent or more—and they would be 
concentrated in government bonds, where the mar- 
ket risk factor is smallest. If, on the other hand, 
new money is periodically available for investment 
and the individual is in a position to assume a 
greater degree of risk with his funds in return for a 
larger yield and possible capital appreciation, a 
smaller portion would be placed in fixed-income 
securities. In the latter case, perhaps one-third or 
less of the planned investment portfolio would be 
earmarked for bonds and preferred stocks, de- 
pending in part on the other governing factor in 
planning a balanced investment program—timing. 
If common stock prices in general are high, both 
historically and in relation to their present rate of 
earnings and dividends, at the time that the invest- 
ment program is formulated, prudent investment 
policy would call for a greater proportion of the 
funds to be placed in senior securities than would 
otherwise be the case. 
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A balanced investment program can be tailor- 
made to conform to the needs and desires of each 
individual case.The allocation of the funds available 
for investment can be varied not only among senior 
securities and common stocks, but also within the 
common stock group in order to emphasize income 
or growth. The balanced portfolio shown below, 
for example, was drawn up this fall for a middle- 
aged doctor whose objective was to provide a basic 
income for future retirement. An initial amount of 
$50,000 was available for investment, with addi- 
tional funds to be flowing in periodically during his 
remaining years of active practice. 


Bonds & Preferred stocks—50 per cent cost 


income 
$10,000 U.S. Treasury 2s due 1967-72........... $9,572 $250 
30 du Pont $3.50 preferred..............++ we 2,880 105 
35 General Foods 3.50 pfd.........6-5-00008 3,325 123 
35 Niagara Mohawk Power 3.90 pfd.......... 3,220 136 
60 Union Pacific 2.00 pid... 2,880 _120 
Total bonds & pfd. stocks. ........-.-05+ $24,937 $869 
Common stocks—50 per cent indicated 
shares company (and ind. dividend) cost income 
60 American Stores $2,400 $120 
120 Associated Dry Goods (1.60)............5565 2,520 192 
SO General Foods (DAG). 2,450 120 
100 Middle South Utilities (1.30)..........6..6655 2,537 130 
75 Public Service of Indiana (1.80).............. 2,475 135 
100 United Gas (1.25)... 2,637 125 
60 Westinghouse Electric (2.00)..........-..555 2,520 120 


Over-all annual return—4.3 per cent 


The portfolio was designed to provide a sizeable 
liquid but working reserve—in the form of govern- 
ment bonds—which would mature in fifteen or 
twenty years. This reserve would then be available 
for reinvestment at the beginning of the retirement 
period. High quality preferred stocks were selected 
to round out the senior securities portion of the 
list. The common stocks selected offer a good 
degree of diversification, and while conservative 
income-producing issues have been emphasized, a 
few of the stocks such as Merck were chosen for 
long-term growth. 


Eprror’s Note: This ts the fifth of a series designed to acquaint 
the doctor with fundamental principles and policies for investing 
in securities. 
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HEALTH MINISTER CITES FAMILY DOCTOR NEED 


Tue British general practitioner is rapidly emerg- 
ing as a vital cog in the country’s national health 
scheme. Several recent events bear eloquent testi- 
mony to this new and significant development. 
For one thing, plans are rapidly going forward 
for formation of a Royal College devoted to affairs 
of the general practitioners, as reported in the 
November issue of GP. 

And in a recent talk before the Executive Coun- 
cils Association, Health Minister Iain MacLeod 
made it plain that he looks upon the family doctors 
of the land as the front line of the health service, 
who must be depended upon to save the expensive 
rear line—hospitals—for patients who simply can- 
not be cared for elsewhere. 

*'To this end,” says The Times of London, com- 
menting editorially on the talk, “he would improve 
the distribution of general practitioners and of 
work among them, and wishes to enhance their 
competence by encouraging every sort of pro- 
fessional collaboration that will improve facilities 
and opportunities for good work.” 

In dealing with the problem of hospitalization 
(lack of enough beds and high cost of treatment) 
Mr. MacLeod posed three questions which, in his 
opinion, demand early answers: 

Can demands on hospital beds be reduced with- 
out harm to the patient? 

Is general practice as well organized as it might 
be? 

Do hospitals provide sufficiently for general prac- 
titioners ? 

These questions, declared Mr. MacLeod, con- 
cern not only the medical profession, but also the 
administration of the National Health Service, the 
executive councils, the hospitals, and local authori- 
ties. 

Better use of general practitioner service, the 
Health Minister feels, will make it possible to re- 
serve elaborate and expensive hospital care for 
only those patients whose condition really demands 
it. And, at the same time, hospital patients can be 
discharged sooner if there is strong general prac- 
titioner care, co-operating with local health author- 
ities, to care for them. If this were done, inroads 
could be made upon lengthy hospital waiting lists. 

“Although the optimum size of patient lists is 
not yet determined, some lists are too large for 
the proper care of patients,” said Mr. MacLeod. 


**The reduction of normal maximum size lists from 
4,000 to 3,500 should lead to a much better dis- 
tribution of general practitioners. General practi- 
tioners in smaller towns and rural areas should be 
able to have charge of those of their patients who 
do not need special list care but who do need 
admission to hospital. Some posts might be of a 
specialist character in which they could act as as- 
sistants to consultants, and they might provide an 
opportunity for the general practitioner to become 
a specialist himself.” 

Mr. MacLeod sees the local level health authori- 
ties as a medical team, made up of the district 
nurse, the midwife, the health visitor, and the 
general practitioner. Under such a team, the pa- 
tient could receive the same co-ordinated care he 
would get in hospital. The general practitioner 
should also, in Mr. MacLeod’s view, take a larger 
share in the medical work done at local health 
authority clinics, and should work closely with all 
professions which are involved in National Health 
Service. 

“The advantages of close co-operation with 
chemists can hardly be over-emphasized,” he stated, 
“at a time when general practitioners’ prescribing 
is costing about a tenth of the total bill for the 
health service.” 

As The Times points out, Mr. MacLeod is work- 
ing with the stream, but the trend of the health 
services has been in the opposite direction—hence 
the difficulties to be surmounted are heavy. More 
district nurses, more home helps, better co-opera- 
tion, are all needed. “Only one family doctor in 
five has even a tenuous foothold in hospital work,” 
says The Times, ‘‘and fewer than 7,000 of 507,000 
hospital beds in England and Wales are reserved 
for use by general practitioners. 

“It may be,” concludes The Times, “that these 
circumstances are compatible with the renascence 
of general practice which the health service prom- 
ised. The lack of health centers is not. In their 
various forms they remain the most hopeful means 
of knitting together the scattered front-line branch- 
es of the health service. Being necessarily experi- 
mental, thirty or forty may be needed for a proper 
testing of their possibilities. But in England and 
Wales, there are only three new public health 
centers, and only three unofficial centers, and there 
is little prospect of more for years to come.” 
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After Hours 


THE THIRTEENTH DISCIPLE 


BY RUTH Q@. SUN 


Publisher's Note: The “After Hours” section of GP, 
formerly a monthly feature handling material of interest 
to doctors outside the scope of other departments of the 
magazine, is no longer regularly used. However, on 
such occasions as material appears which seems of un- 
usual and timely interest, we shall reinstitute the 
department. 

This we have done this month because it is December, 
our Christmas issue, and we have a story on Dr. Albert 
Schweitzer. The story of Albert Schweitzer is always a 
Christmas story, because behind it is a lifetime of the 
breaking of barriers by love. Since Dr. Schweitzer is 
preeminent among doctors as he is among members of 
many other professions, and because, in the field of 
medicine, he represents the family doctor par excellence, 
GP is proud to present a capsule of his life and thought. 

The Great Physician and Healer whose birthday we 
celebrate this month has been the model for doctors 
through the centuries. Albert Schweitzer, by common 
consent, has approached closer than most. That is why 
he is often termed “the thirteenth disciple.” 


Dr. ALBERT SCHWEITZER has drooping mustaches 
which give him, some people say, a resemblance to 
another well-known man of our times, Joseph Stalin. 
The likeness ends there. His gray hair halos about 
his head in an unruly mop, reminiscent of another 
Albert, last name Einstein. This resemblance does 
not stop there. But it is not possible to describe 
Albert Schweitzer in comparisons. He is beyond and 
above them, a man unique in our times, a towering 
giant who looks most of all, perhaps, like an old- 
fashioned country doctor, in a rumpled suit with a 


GP e December, 1952 


~~ 


The Bettmann Archive 


Dr. Albert Schweitzer. Jn his humble person, western Christian 
civilization is considered by many to have achieved its epitome. 


small black ready-knotted bow tie, peering from 
kindly eyes through old-fashioned steel-rimmed 
spectacles. His large, stubby, peasant hands can, 
with equal grace and facility, perform major sur- 
gery, repair an organ, play upon it the music of 
Bach as no other interpreter of our day can do, wield 
a pick to clear a road through the African jungle, 
and tenderly pick up an earthworm to save it from 
death in a pool of rain water. When he travels he is 
surrounded by dilapidated luggage and manuscripts 
of unfinished books in linen sacks. But vast throngs 
turn out to gaze at him, to speak to him, to listen 
to his words, and the press vies to interview him. 
Albert Schweitzer is a genius, one of the outstand- 
ing products of the human race, renowned equally 
as philosopher, theologian, physician, musician, 
and humanitarian. 

The man who has been called the most gifted 
genius of our age as well as its most prophetic 
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The Bettmann Archive 


This is Dr. Schweitzer’s office in Lambaréné, and there 
is order in the disorder. Pages of manuscript, accounts, and hos- 
pital records must be hung on hooks near the ceiling to prevent 
their being eaten by tropical insects. Here Dr. Schweitzer, in his 
painfully few spare moments, ponders problems, attends to rec- 
ords, and tries to keep up with a vast accumulation of mail. 
Here, too, in the small hours of the night, he writes his volumes of 
philosophy and theology, and his monumental work, The Phi- 
losophy of Civilization. 


thinker, was born January 14, 1875, in the province 
of Alsace, and grew up in the village of Ginsbach 
in the Miinster Valley. The son of the local pastor, 
he spent a happy childhood in his storybook valley, 
showing early precocity in two directions—in music 
(by the age of nine he was substituting for the local 
church organist) ; and in human relations, when he 
early evidenced a sharp distaste for eating better 
food or wearing finer clothes than his less fortunate 
playmates. 

At eighteen he was sent to the famous Univer- 
sity of Strasbourg, living in the same room that had 
housed the philosopher-writer Goethe, of whose 
humanism and idealism Schweitzer is said to be the 
outstanding disciple. His studies in philosophy and 
theology were interrupted by a year of military 
service in 1894. But he launched the original 
theological inquiry which was to lead later to his 
epoch-making study, The Quest of the Historical 
Jesus. His studies were continued at the University 
of Paris, where he was also able to pursue musical 
research on some of the wonderful church organs 


of that city, with the great Widor as teacher. At 
twenty-four he was a Doctor of Philosophy with an 
important study of Kant’s religious philosophy as 
his main work; at twenty-six he had published a 
book on the Last Supper which won him the degree 
of Licentiate in Theology and gave him the right 
to teach at the University of Strasbourg. At thirty- 
one, he published a masterpiece on the interpreta- 
tion of Bach’s music and another volume on organ 
construction. 

But it was when Schweitzer was only twenty-one 
that, thinking on the fullness of his life, he deter- 
mined that he could not accept all this happiness as 
a matter cf course, but must give something in ex- 
change for it. At that time he vowed to devote his 
life to science and music until he was thirty, and, 
from that time onward, to the direct service of suf- 
fering humanity. Accordingly, when his Doctorates 
in Theology and Philosophy were achieved, he 
started in the exhausting grind of achieving a 
Doctorate in Medicine. 

“I wanted to be a doctor that I might be able to 
work without having to talk. For years I had been 
giving myself out in words, and it was with joy 
that I had followed the calling of theological teacher 
and of preacher. But this new form of activity I 
could not represent to myself as talking about the 
religion of love, but only as an actual putting of it 
into practice.” 

In 1913, accompanied by his wife, he sailed to 
serve at his own expense in an outpost of the Paris 
Missionary Society at Lambaréné on the Ogowé 
River in French Equatorial Africa. He has been 
there ever since, with the exception of periods when 
he has returned to Europe for cycles of organ 
recitals or lecture tours to earn money for his hos- 
pital and its native patients. (In 1949 he visited the 
United States to deliver the main address at the 
Aspen, Colorado, festival celebrating the 200th an- 
niversary of Goethe’s birth. He was old, then, not 
eager to make the long trip or to risk the rigors of 
the Colorado elevation after years in the African 
jungle. But the fee, which could buy new drugs 
and medical equipment for his hospital, was not to 
be shunned.) 

They arrived, in 1913, in a world of stifling, 
steaming heat, of swirling river rapids and mists, of 
crocodiles, reptiles, insects, and birds, and suspi- 
cious, superstition-ridden natives. There were no 
buildings prepared at the mission station, and Dr. 
Schweitzer performed his first surgery, on a 
strangulated hernia, in a windowless, broken- 
roofed henhouse. The natives quickly spread word 
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that the white medicine man could kill a patient, 
cut his belly open, and later bring him back to life 
painlessly. They came to him then, by families, from 
upstream and downstream, paddling silently in 
their canoes, the lepers, the crippled, the blind. In 
his first nine months, he treated two thousand of 
them, for malaria, sleeping sickness, dysentery, 
tropical ulcers, elephantiasis. He found hernia, 
pneumonia, and heart disease common, and all 
European diseases with the exception of cancer 
and appendicitis. 

The families of the patients squatted patiently in 
the courtyard during the entire confinement, pre- 
paring food on a small open fire, and adding to the 
general confusion. Difficulties encountered by the 
Schweitzers beggar recounting. Chief among them 
was the near impossibility of keeping medicines. 
Paper and cardboard packings disintegrated in the 
humidity, tins and bottles couldn’t be kept because 
the natives treasured them more than their con- 
tents. They often ate the ointments intended for 
skin application, and applied to their skin the pow- 
ders that were to be taken internally. 

Joseph, the early strangulated hernia patient, was 
promoted to interpreter, cook, and surgical assistant. 
He knew French, but had acquired his anatomic 
information from the cookhouse. Hence he re- 
ported cases as follows: ‘This man’s right leg-of- 
mutton hurts him,” or, ‘This woman has a pain 
in her upper-left-cutlet.”” The identification disks 
Schweitzer gave the patients were regarded as 
fetiches. They paid the doctor, because he was try- 
ing to teach them that they must not expect some- 
thing for nothing, in bananas, eggs, or poultry. But, 
when they left the hospital cured, they demanded a 
gift from him, “because he had now become their 
friend.” 

Some gratitude, however, expressed itself in offers 
of labor to clear jungle and build roads and houses. 
(The mission now has 40 buildings, 300 beds, three 
doctors, six nurses, ten native assistants, and an 
insane asylum.) Though often exasperated beyond 
even his extreme endurance by the childlike be- 
havior of his patient population, Dr. Schweitzer 
later wrote: “I can no longer talk ingenuously of the 
laziness of the negro after seeing fifteen of them 
spend some thirty-six hours in almost uninter- 
rupted rowing in order to bring up the river to me a 
white man who was seriously ill.” 

Dr. Schweitzer still caters to native superstition 
on occasion by pretending to take an object from a 
sore or incision and throw it away, thus removing 
the evil spirit which has brought on the sickness. 
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What causes a man to abandon acclaim, fortune, 
fame, at the beginning of his career, for a life of 
indescribable hardship and danger? And what is the 
meaning of Albert Schweitzer for our times? 

Another prophet put it in a paradox two thou- 
sand years ago: ‘You must lose your life to find it.” 

What Albert Schweitzer has done, put quite sim- 
ply, is to translate into action and conduct the 
ideas that for centuries have formed the stream of 
philosophic thought behind our Western way of 
life. This great and good and brilliant man, whose 
face reflects kindness, sensitivity, sympathy, deep 
moral strength, and genuine humility, is simply 
practicing the precepts of Christianity, and the fact 
of it is so revolutionary that Christian nations find 
it astonishing. 

Dr. Schweitzer believes that one’s philosophy 
starts from the immediate, basic and comprehensive 
fact of consciousness, which says, in effect, “I am 
life, which wills to live—in the midst of life, which 
also wills to live.” Therefore his basic ethic is rooted 
in reverence for life, all life, and he believes that 
reverence for life is the guiding principle by which 
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The world’s most famous medical missionary attends a 
native patient at his hospital in French Equatorial Africa. After 
thirty-nine years of ministering, Dr. Schweitzer has achieved a 
300-bed hospital, including dispensary, operating theatre, lab, 
lying-in ward, and nursery. It is always overcrowded. 
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all social, economic, and political systems should be 
developed. There is, therefore, a close similarity 
between Schweitzer’s concept and the belief in in- 
herent human rights that has traditionally charac- 
terized American thought. His ideals coincide 
with professed American principles at the point of 
respect for the dignity of our fellow men and recog- 
nition of their brotherhood with us. 

Freedom alone cannot be man’s goal, says 
Schweitzer, since freedom without moral responsi- 
bility can only create anarchy. The ruthless cruelty 
of Communistic imperialism, he believes, is the al- 
most inevitable consequence of the lack of a humani- 
tarian code of conduct and a lack of respect for the 
lives and welfare of our fellow men. 

In a recent interview with Harold Stassen, Dr. 
Schweitzer declared his belief that history is a stream 
of events shaped by the human mind and not by 
forces over which man has no control. ‘We must 
combine analytical thought with affirmative religious 
concepts based on humanitarianism,” he declared. 
‘There is a great need for rational humanitarianism 
and for morally responsible individuals.” 

‘And do you think such a need will be filled?” 
Stassen asked. 

Schweitzer paused, thought, then answered firm- 
ly, “I look to the future with hope.” 

In an article in Life magazine in July, 1949, while 
Schweitzer was in this country, he was quoted in a 
restatement of his beliefs: 

“In a thousand different ways, mankind has been 
persuaded to give up its natural relations with 
reality and to seek its welfare in the magic formulas 
of some kind of economic and social witchcraft by 
which the possibility of freeing itself from economic 
and social misery is only further removed. And the 
tragic meaning of these magic formulas, to whatever 
kind of economic and social witchcraft they may 
belong, is always just this, that the individual must 
give up his own material and spiritual personality 
and must live only as one of the restless and materi- 
alistic multitude which claims control over him.” 

Schweitzer believes that modern man puts all his 
faith in institutions, believing that if he can only 
get his institutions perfected, civilization will take 
care of itself. 

For himself, Schweitzer finds the answer in a re- 
turn to the rational Christian ideals of the 18th cen- 
tury, epitomized in the writings of Goethe, on whom 
he is one of the world’s authorities. These ideas, 
he believes, would help modern society to free itself 
from the dominance of mass institutions and mass 
ideas, and to place its destiny in the hands and 


thinking of morally responsible individuals. Man 
must cease to attribute his problems to his environ- 
ment, and learn again to exercise his will and his 
personal responsibility. The fundamental question 
facing every human endeavor, he claims, is not, ‘Is 
it socially or economically promising, or comfort- 
able, or beautiful, but, is it right or wrong?” 
Politics, Schweitzer would say, are inseparable 
from morals, and morals are basically a matter of 
the behavior of man toward his fellow man. And 
the ethical principle by which man can regain his 
proper sense of direction is reverence for life. 

“It is good to maintain and encourage life and 
it is bad to destroy life or obstruct it,” very simply 
says the man who stoops to save the earthworm and 
who frowns on the picking of wildflowers. Even in 
the laboratory he deplores the destruction of or- 
ganisms, rationalizing, however, that the higher 
form of life must be served. 

Mrs. Schweitzer who has shared the struggles of 
the African adventure through the years, tells the 
story of her early demand that her husband kill rats 
that were disturbing her sleep. Traps were set, but 
the kind that would catch them alive, and the fol- 
lowing night the rustling and scurrying was back. 
Instead of drowning them in the river, the doctor 
had set them free. ‘Which do you value more— 
these rats or my sleep?” demanded his wife. The 
answer was eloquent silence. 

This world’s greatest living Christian who is 
also one of its finest theologians, a master philos- 
opher, a good physician and surgeon, an expert on 
Goethe, one of the world’s finest organists, the best 
living authority on Bach, and the author of a score 
of books including a monumental Philosophy of 
Civilization, in addition to having devoted thirty- 
nine years to the care of his African brothers, has 
achieved so much partly by virtue of a rugged 
constitution and a unique singleness of purpose. 
His body has been able to withstand the enervating 
effects of the tropical climate and attacks of jungle 
diseases, as well as lack of sleep. Schweitzer writes 
and studies until the early hours of the morning 
and rises again at dawn to begin his day. He often 
averages only two or three hours of sleep a night, 
and he eats a minimum of food. He has immense 
reserves of energy, and to a friend who once re- 
monstrated with him, saying, ‘You cannot burn the 
candle at both ends,” his reply was, “Yes, you can, 
if the candle is long enough!” 

When he travels to concertize, he will never give 
any audience less than his best, which to him means 
eight hours of solid practice on every new organ, 
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with a nap on three hard chairs just before the 
recital. He eats nothing from noon until after a 
concert, then has a bohemian midnight supper with 
a crowd of friends. He allows himself to see nothing 
of a city but its organs and once told newspaper 
reporters, “I shall not begin sightseeing until I am 
75! He is 77 now and still following his usual 
routine. 

In America, in 1949, he said he liked the spacious 
feeling of the country, the airlift that was used in 
winter time to drop food to snowbound animals of 
the western prairies, and the instrument panel in 
his train roomette, with its array of buttons and 
switches. ‘“Regardez,” he said. “So many stops. 
It’s like playing the organ!” 

It has been said of Albert Schweitzer that any 
one of his talents would have made the entire career 
—and a distinguished one—of a less versatile man. 
But he feels that the life he chose has been complete 
and full. ‘When one can do good, one never gives 
up anything. There is no sacrifice. I am one of the 
greatly privileged.” 

At Aspen he told the throngs that gathered to 
pay him respect and to hear him speak of Goethe, 
“Goethe was dominated by the need to serve. He 
evaded no duty or responsibility that devolved on or 
seemed to devolve upon him. Always he committed 
himself to the very limits of his powers.” The words 
are truly autobiographical. 

A reporter covering him at Aspen said, “This is 
one assignment I sought on my own initiative. I 
came here because I wanted to meet one man who 
is both great and good. I have met him.” 

At Union Station in Chicago he created a furore 
by helping an overloaded woman get her luggage 
on the train. Bewildered American males rushed to 
follow suit. Such an outburst of chivalry en masse 
has not been viewed before nor since, according to 
station officials. Dr. Schweitzer was merely carrying 
out a promise he had made himself years before 
when a crippled African native tried to help him 
with his bags. “I resolved then,” he says, “never 
to fail to help someone in a similar circumstance.” 

This is not the only lesson the jungle has taught 
him. A member of a cannibal tribe once said to him, 
**At least there is consistency in our killing. We kill 
for food. But you Europeans kill merely for the 
sake of killing.” 

Visitors to Lambaréné on the Ogowé River today 
find Albert Schweitzer in a simple frame room of- 
fice next to his bedroom, space that he shares with 
two small antelopes, a cat, a kitten, a bird, a small 


organ, and his library of philosophy, theology, and 
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At the end of a long day in his Lambaréné hospital, Dr. 
Albert Schweitzer relaxes by playing Bach on his zinc-lined, 
tropic-proof piano, presented by the Paris Bach Society. Dr. 
Schweitzer, a brilliant musician, is one of the world’s outstand- 


ing Bach experts. 


science. The setting is one of sky, river, and forest, 
with chatter of birds, as background music. It is 
a proper setting for a great man whose accent has 
always been on positive life, on friendliness, and on 
empathy with all humanity. 

Here, in the solitude of the jungle, a great mind 
has been able to come to grips with man’s most 
fundamental problems and to see them, apart from 
them, in their proper perspective. This is the man 
who says: “Despite his material advance, the average 
man is more than ever lost in a primitive struggle 
for survival and has surrendered his right to reflect 
on the purpose of his life and on the direction 
in which he wishes society to progress. Modern 
men abdicate freedom of will to public opinion and 
to mass illusions of false progress. Scientists avoid 
ultimate questions of good and evil. Philosophy has 
become an academic pastime for professors. Politics, 
instead of concerning itself with basic principles of 
freedom and justice, concerns itself with materialistic 
and illusory theories of social and economic prog- 
ress. Thus, to a dangerous degree, mankind has 
lost sight of the right and duty of the individual to 
choose between good and evil in working out his 
own salvation.” 

But this is the man, who, reflecting on the long 
course of man’s achievements, can still say, “I look 
to the future with hope.” 
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Che Practitioner’s Bookshelf 


Culdoscopy. By Albert Decker, M.D. Pp. 148. Price, $3.50. 
W. B. Saunders Company, 1952. 

The author has had fifteen years experience doing 
vaginal route culdoscopies (celioscopy) which he has 
organized in the writing of this 148-page book. 

It is an exhaustive treatise on this valuable diagnostic 
adjunct. It is well illustrated and organized, with a few 
case studies put in to emphasize its value in difficult 
diagnoses. It is easy to read. 

While very few general practitioners will develop the 
techniques described in this book, I do think that every 
general practitioner should be familiar with the possible 
advantages available for his female patients who present 
difficult problems in pelvic diagnosis. This inexpensive 
book will provide him, in an hour’s reading time, with 
the current advances and present status of culdoscopy 
in diagnosis and treatment. 

—Me_rriit Suaw, M.D. 


Principles of Refraction. By Sylvester Judd Beach, M.D. Pp. 
158. Price, $4.00. The C. V. Mosby Company, St. Louis, 
1952. 


This is a good, small text on refraction. There is a 
minimal amount of theory but good practical sugges- 
tions for clinical refraction. The book is satisfactory 
for reviewing refractive procedures by those interested 
in refraction. It would not be of value to the average 
general practitioner unless he does refractions. 

—A. N. Lemoine, Jr., M.D. 


The Principles and Methods of Physical Diagnosis. By Simon S. 
Leopold, M.D. Pp. 430. 390 Illus. Price, $7.50. W. B. 
Saunders Company, Philadelphia, 1952. 


This book presents a very comprehensive coverage 
of the subject of physical diagnosis. Using a conven- 
tional approach the author has presented all of the im- 
portant aspects of the subject while at the same time 
has kept the text concise and interesting. 

The important synonyms and proper names for the 
various signs and syndromes have been included with 
a definite attempt to simplify the nomenclature. The 
text is very adequately and interestingly illustrated with 
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three hundred and ninety clear typical pictures and 
nineteen color plates. 

The chapters on examination of the breast, acoustic 
principles, musculoskeletal system, and the gynecolo- 
gic examination are expecially well done. 

Throughout the book, physical signs are well cor- 
related with physiologic and pathologic changes. The 
index is adequate. 

This is an excellent book for teaching purposes as 
well as a reference book for physicians in active practice. 
—Lester D. Bister, M.D. 


Gastrointestinal X-Ray Diagnosis. By Max Ritvo, M.D. and I. A. 
Shauffer, M.D. Pp. 838. 470 Illus. Lea and Febiger, 
Philadelphia, 1952. 


Since gastrointestinal studies form a major part of 
the diagnostic roentgenology done in private offices, 
clinics, and hospitals of all kinds, it is natural that 
numerous monographs have been devoted to this im- 
portant subject. However, to avoid being superfluous 
such a text should have distinct aspects to make it use- 
ful as an addition to the modern medical library. The 
volume here reviewed fulfills these criteria. 

The historical aspects of the roentgen examination 
of the gastrointestinal tract are discussed, including 
several pages of direct quotation from Williams’ text 
of diagnostic roentgenology published in 1901, largely 
to illustrate the rapid recognition of many fundamentals 
by pioneer roentgenologists. The techniques of the 
examination and embryologic details of importance are 
fully considered. Following this, a systematic presenta- 
tion of diseases of the pharynx, esophagus, stomach, 
duodenum, small and large intestine, biliary system, 
liver, spleen, and of the abdomen as a whole is present- 
ed. The pertinent anatomic, embryologic, and physio- 
logic data are presented in each section. Furthermore, 
important clinical aspects emphasizing the correlation 
of roentgen procedures to symptomatology and medical 
and surgical therapeutics are succinctly given. 

Diagnostic findings which have been described in 
recent contributions to medical literature are included. 
Such subjects as the effects of irradiation on the 
stomach and intestines, acute dilatation of the stomach 
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after application of large plaster casts, scleroderma in- 
volving the small intestine, and other interesting sub- 
jects are well presented. 

An interesting discussion on the use of drugs as aids 
in roentgen examination, especially of the stomach, is 
given. The use of physostigmine to increase gastric 
peristalsis is emphasized as an aid to localize a lesion 
more closely and to determine more accurately the 
passage of peristaltic waves through diseased areas. 
Considerable attention is devoted to displacements of 
the gastrointestinal tract by other abdominal masses. 

It is interesting to note the experiences of observers 
from various localities regarding the importance of va- 
rious lesions once the diagnosis is considered to be es- 
tablished. For example, at the Boston City Hospital 
aneurysms of the splenic artery are second in frequency 
to aneurysms of the aorta, and in their experience, 
death from spontaneous hemorrhage ultimately occurs 
in the majority of cases. Therefore, when this diagnosis 
is made, elective surgical attack is recommended at 
the earliest feasible date. 

To the experienced roentgenologist this monograph 
will afford an interesting “visit” to the roentgen depart- 
ment of a large medical center with a mental visualiza- 
tion of the techniques and methods of diagnostic analy- 
ses used. The general physician, the internist, and the 
surgeon will find in this book a rather complete survey 
of diagnostic roentgenology as applied to gastroen- 
terology. It should be a welcome addition to the library 
of every physician interested in the digestive tract and 
its related organs. —Cuartzs M. Nicer, M.D. 


Textbook of Medicine. By Various Authors. Edited by Sir John 
Conybeare & W. N. Mann. Pp. 912. Price, $8.00. 10th 
Ed. The Williams & Wilkins Company, Baltimore, 1952. 


Considering the fact that seventeen authors in various 
fields of medicine wrote this book, it is unusually well 
integrated, providing numerous cross-references. The 
stated purpose of providing the essentials of medicine 
within as small a compass as possible is well carried 
out, with few omissions. As might be expected, how- 
ever, there is some variation of style, and while most 
sections of the book are concise with few wasted words, 
other chapters lack this quality. This has the effect 
of giving undue emphasis to certain phases of medicine 
and minimizing the importance of others. There are 
only ten pages discussing the affections of the joints 
and bones while there are 160 pages discussing diseases 
of the nervous system. Fortunately a great deal of the 
book is written by the two editors, and their style is 
clear, enjoyable reading. 

In order to avoid controversial issues the authors 
write from their own viewpoints and experiences. 
Some statements are dogmatic and might be questioned 
by the critical. The usages of new drugs not readily 
available in England are skimmed over lightly, and the 
British influence is apparent throughout the entire 
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ANNOUNCING 


2 NEW CLINICAL MANUALS 


MOENCH’S 
Office Psychiatry 


Management of the Emotionally and 
Mentally Disturbed Patient 


This is a book for the practitioner who is physician to the 
family as a whole—young and old; male and female. 


Here are simple facts, free of psychiatric terminology. 
Dr. Moench not only presents basic psychiatric principles 
and their application in general practice, but he emphasizes 
a pene moe of human relations invaluable in dealing with 
all patients, regardless of the nature of their illness. 


This manual is full of procedure and management— 
art and technic of the interview, diagnostic tests and therapy 
—methods and procedures you can confidently institute— 

Louis G. Moench, M.D., University of Utah School of 
Medicine. 310 pages, 81 unusual line illustrations. $6.00 


SULZBERGER & WOLF’S 


Dermatology 


Essentials of Diagnosis and Treatment 
WITH 21 FULL-COLOR ILLUSTRATIONS 


How to diagnose and treat the more common skin dis- 
orders of practice. This is the book’s purpose. 


_ It is an outgrowth of the authors’ original volume en- 
titled Dermatologic Therapy and has been retitled to indicate 
the growth of the book’s scope in the course of several edi- 
tions. 


A new format has been adopted to permit a larger type 
page and to reproduce more effectively the 21 beautiful new 
color illustrations on 8 plates. Every chapter of the book has 
been thoroughly revised. A comprehensive and entirely new 
section has been added on ACTH and Cortisone in Der- 
matology—By Marion B. Sulzberger, M.D., and Jack Wolf, 
M.D., New York University Post-Graduate Medical School. 569 


pages, 191 illustrations on 73 figures, 21 in color. $10.00 


Year Kook 


The Year Book Publishers, Inc. 
200 E. Illinois St. 
PUBLISHERS 


Please send, postpaid book-mail, for 10 days’ free exami- 
nation. 


(0 Moench’s Office Psychiatry....... $ 6.00 

( Sulzberger & Wolf’s Dermatology .$10.00 
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truly therapeutic dosages specify 
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Each Capsule contains: 


Vitamin A (synthetic) 25,000 U.S.P. units 
Vitamin D 1,000 U.S.P. units 
Thiamine Mononitrate 10 mg. 
Riboflavin 5 mg. 
Niacinamide 150 mg. 
Ascorbic Acid 150 mg. 
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b. “THERAGRAN’ IS A TRADEMARK OF E. R. SQUIBB & SONS, 


book in its approach, nomenclature, and in the relative 
importance of certain communicable and _ tropical 
diseases. 

Now in its tenth edition, this book has some ideas 
carried over from previous years which should be dis- 
carded, such as the hopelessness of advanced tuber- 
culosis. The author suggests only palliation, with no 
restrictions of activities except for isolation. 

The illustrations consist almost entirely of full-page 
x-ray plates, graphic charts, and ECG tracings. There 
are no illustrations in the dermatology section. 

This book would be valuable to medical students and 
physicians in general practice for review and reference. 
It is written in a more readable style than the usual work 
of this nature. As an extra book on medicine with a 
somewhat different approach, it should be a stimulating 
and welcome addition to any medical library. 


S. Dix, M.D. 


Vascular Diseases in Clinical Practice. By Irving Sherwood 
Wright, M.D. Pp. 552. Price, $8.50. 2nd Ed. The Year 
Book Publishers, Chicago, 1952. 


This is the second edition of an excellent practical 
text by a recognized authority on the subject. The 
book eminently fulfills its dedication “to the student 
of medicine, be he young or old, specialist or general 
practitioner, who feels the need for a compact reference 
on the diseases of the peripheral circulation.” 

Dr. Wright has a flair for writing sharply and for 
presenting information in a practical way. This latter 
aspect of his work is enhanced by the many excellent 
illustrations. From the standpoint of teaching, the 
color reproductions are well worth the cost of the book. 

Paper, printing, binding, and indexing are up to 
the usual high standards of the publishers. 

Conclusion: Recommended strongly for the purpose 
stated in the dedication. —-Hucu H. Hussey, M.D. 


The Metabolic Response to Surgery. By Francis D. Moore, M.D. 
and Margaret R. Ball, Edited by Michael E. Debakey, 
M.D. and R. Glen Spurling, M.D. Pp. 156. Price, $7.50. 
Charles C Thomas, Springfield, Ill., 1952. 


Anesthesia, asepsis, and hemostasis have governed 
surgery for a century. This monograph discusses “‘the 
biological response to surgery, by the patient.” It 
revie's a series of surgical cases studied by metabolic 
balance and interpreted in terms of common sense, and 
clinical and chemical facts. It also briefly reviews the 
literature on metabolic balance in surgery and thorough- 
ly discusses the important dietary and endocrine fac- 
tors in this response. 

The first chapter gives in detail, the methods used, 
explanations of charting, terminology, and interpreta- 
tion of the data. Succeeding chapters discuss responses 
to single and complicated trauma as measured by 
balances in nitrogen, potassium, potassium: nitrogen 
ratios, sodium, calories and weight loss, in the 


GP e Volume VI, Number 6 


i 
Ct) \ Wo d 
fe 4 J 
i 
in the 
126 a 
| 


surgical patient. Numerous case histories of surgical 
patients are given in detail, and the responses, as 
listed above, are charted as daily reports shown in 
graphic figures. 

The first studies on nitrogen balance were published 
by David Cuthbertson in 1929. Since then numerous 
investigators have further elaborated on this new and 
interesting field so closely connected with the return to 
normal of the surgical patient. 

Chapter III gives reports on studies in starvation, 
immobilization, and endocrine factors and shows how 
each affects nitrogen, potassium, sodium, and caloric 
energy balance values. 

A complete study of the rather new and very im- 
portant entity of hypokalemia, with its four basic 
etiologic factors and its treatment, is also given. 

Chapter VII, ‘‘Facts and Corollaries”’, is a summary 
of the book, with clinical corollaries which may be 
drawn in applying these concepts to the care of sur- 
gical patients. This chapter should be read and reread 
by every doctor who is doing surgery. 

A thorough understanding of the problems studied 
and summarized in this short monograph are of intense 
interest to every surgeon. —U. R. Bryner, M.D. 


ALSO RECEIVED 


Although the editors attempt to publish as many reviews as 
P possible, space will not permit the review of all books received 
from publishers. 


Rypins’ Medical Licensure Examinations. Edited by Walter 
L. Bierring, M.D. Pp. 856. Price, $8.00. J. B. Lippincott 
Cempany, Philadelphia, 1952. 


The Medical Clinics of North America. Specific Methods of Treat- 
ment. Pp. 1,201—1,512. W. B. Saunders Company, Phila- 
delphia, 1952. 


Research in Endocrinology. By August A. Werner, M.D. 
and Associates. Edited by Al R. Schmidt. Pp. 285. Privately 
published, 1952. 


The Medical Clinics of North America. Diseases of the Skin. 
Pp. 329. W. B. Saunders Company, Philadelphia, 1951. 


Clinical and Roentgenologic Evaluation of the Pelvis in Obstet- 
rics. By Howard C. Moloy. Pp. 119. Price, $2.50. W. B. 
Saunders Company, Philadelphia, 1951. 


Nerve Impulse. Edited by David Nachmansohn. Pp. 204. 
Price, $3.50. The Josiah Macy, Jr., Foundation, New York, 
1951. 


Renal Function. Edited by Stanley E. Bradley. Pp. 178. 
Price, $3.00. The Josiah Macy, Jr., Foundation, New York, 
1951. 


CORRECTION 


In the review of The Cyclopedia of Medicine, Surgery, 
Specialties, published by F. A. Davis Company, which 
appeared in the October, 1952 issue, the price should have 
been $195. 
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Academy Reports and News 


Tue Wednesday program at the Fifth Annual 
Scientific Assembly will illustrate perfectly why this 
is being described as a “meat and potatoes” medi- 
cal meeting. From 9 in the morning till 5 that after- 
noon, every lecture will concentrate on practical, 
usable information—new techniques in surgical 
procedure, definitive methods in determing the 
need for surgical intervention, as well as diagnostic 
and therapeutic advances that you will find valu- 
able in your medical practice. 

The first paper, to be presented at 9 a.M., will be 
a discussion of the “Management of Thyroid Dis- 
eases” by Dr. Richard B. Cattell of the Lahey 
Clinic, Boston. Clinical classification of thyroid dis- 
orders, based on evidence in an active thyroid 
clinic, will be presented—with particular empha- 
sis on the prophylactic removal of the discrete 
adenoma. The changing treatment for carcinoma, 
the use of antithyroid drugs and iodine, and the 
use of subtotal thyroidectomy will all be discussed. 
Well known as a lecturer, as well as a surgeon, Dr. 
Cattell will be particularly remembered by Acade- 
my members for the comprehensive exhibit on pan- 
creatic surgery which he co-authored for our At- 
lantic City Assembly. 

Dr. Robert W. Bartlett, assistant professor of 
clinical surgery at Washington University School 
of Medicine, St. Louis, will talk at 9:30 on “Bleed- 
ing Lesions of the Colon and Rectum.” He will 
discuss the contrasting pictures presented by car- 
cinoma in the left and right portions of the colon. 
He will also cover the differential diagnosis and 
modern treatment of other common causes of 
colonic and rectal bleeding. Included in this group 
will be tuberculosis, benign polyps, multiple familial 
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The Third Day at the Saint Louis Assembly 


> | Medicine and Surgery Topics for Third Day 


Richard B. Cattell, M.D. (left), of the Lahey Clinic is one of 
the prominent younger surgeons in the country. Robert W. 
Bartlett, M.D., is building a surgical reputation in St. Louis 
to equal that of his famous father, Dr. Willard Bartlett, Sr. 


polyposis, diverticulitis, chronic ulcerative colitis, 
lymphogranuloma, and endometriosis. In addition 
to his outstanding work at Washington University 
and Barnes Hospital, Dr. Bartlett has contributed 
extensively to the surgical literature. 

Immediately after the morning recess, Dr. Crans- 
ton W. Holman will take over the podium for a 
comprehensive presentation on ‘The Diagnosis and 
Treatment of Lung Tumors.” The lecture will 
cover a review of the etiology and incidence of these 
disorders; an outline of the differential diagnosis, 
with particular emphasis on cytologic diagnosis; 
and examination of the accepted methods of treat- 
ment and of the results which are being achieved. 
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To gre atly exp and vantage of sustained action over prolonged 
the usefulness periods of time with the quick response of 


lyophilized ACTHAR. 


of ACTH Much Lower Cost: Recent significant re- 

° e duction in price, together with the reduced 
in your prt actice frequency of injections, have advanced the 
economy of ACTH treatment so markedly 


that it is now within everybody's reach. 


*Highly Purified. ACTHAR® is the Armour Labor- 
® atories Brand of Adrenocorticotropic Hormone — 


ACTH (Corticotropin) 


THE ARMOUR LABORATORIES 


CHICAGO 11, ILLINOIS 
-wide 


PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 


GP e Volume Vi, Number 6 


: 
2 
— 4 
a 
4 
= 
: 
| 
= 
138 


Much of the presentation—particularly the portion 
on diagnostic cytology—will be illustrated with 
tissue slides. Dr. Holman, who is associate pro- 
fessor of clinical surgery at Cornell University 
Medical School, comes to our meeting with an en- 
viable background as an authority on thoracic 
surgery. 

The final Wednesday morning paper has the 
challenging title: “Uses and Abuses of Antibiotics 
in Surgery”—to be presented by Dr. William A. 
Altemeier, assistant professor of surgery at the 
Cincinnati University School of Medicine, Cincin- 
nati, Ohio. He will remind his listeners that the 
rapid growth of chemotherapy during recent years 
has made it almost impossible for the practicing 
physician to keep fully informed. He will review 
some of the newer antibacterial agents developed 
during that period—aureomycin, chloromycetin, 
terramycin, bacitracin, neomycin, ilotycin, polymy- 
xin, and magnamycin. Current studies at Cincin- 
nati General on the adaptation of antimicrobial 
therapy in surgery, will be described, with an analy- 
sis of results and a discussion of the problems in 
successful management. 

After lunch, the subject area will shift from 
surgery to medicine, with five outstanding speak- 
ers on the program. The first one will be Dr. 
Thomas Durant, professor of clinical medicine at 
Temple University School of Medicine, Philadel- 
phia, who will discuss the “Medical Management 
of Cardiac Emergencies.” Although, at the time we 
go to press, Dr. Durant has not had sufficient op- 
portunity to prepare a synopsis of his paper, we 
anticipate this will be one of the outstanding pres- 
entations of the entire Assembly, because he is one 
of the nation’s authorities in the field of cardiology. 
The general practitioner is, almost invariably, the 
physician who is first called to treat the cardiac 
emergency case. It is important, therefore, that he 
be alerted to diagnose these conditions clearly and 
prepared to treat them without delay. 

At 2 p.m., Dr. James L. A. Roth, instructor in 
gastroenterology at the Graduate School of Medi- 
cine at the University of Pennsylvania, will talk on 
“Useful Medications in Gastroenterology.” Includ- 
ed among the list of drugs to be examined—from 
the standpoint of both use and abuse—will be ant- 
acids, vagus depressants, laxatives, nutritional sup- 
plements, and, if time permits, some of the chemo- 
therapeutic agents. Discussion of these medications 
will be related specifically to their application in 
the field of gastroenterology. In addition to his 
teaching position with the Graduate School and his 
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Cranston W. Holman, M.D., (left) is associate attending surgeon 
at New York Hospital and director of the Second Surgical Divi- 
sion at Bellevue. M. Pinson Neal, M.D., acting dean of Missouri 
School of Medicine, is chairman of the Pathology Department. 


responsibilities as chief of the Gastrointestinal Re- 
search Laboratory at Graduate Hospital, Dr. Roth 
has served since 1950 as a member of the Advisory 
Committee on Gastroenterology for Revision of the 
U.S. Pharmacopeia. 

The third speaker of the afternoon will be Dr. 
Meyer Naide, assistant professor of medicine at 
Woman’s Medical College, Philadelphia. His topic 
is “Diagnosis and Treatment of Peripheral Vascu- 
lar Diseases.” The problem of thromboembolism 
will be reviewed from the standpoint of etiology, 
diagnosis, and treatment, with particular stress on 
the importance of early diagnosis and an under- 
standing of the early signs of thrombophlebitis. Dr. 
Naide will examine the use of anticoagulants, vein 
ligation, and ganglion blocking agents. Current 
concepts of the differential diagnosis and treatment 
of Raynaud’s Disease, thromboangiitis obliterans, 
and arteriosclerosis will also be discussed. Dr. 
Naide is the head of the Vascular Clinic at Albert 
Einstein Medical Center, Southern Division; a 
Fellow of the Section on Circulation, American 
Heart Association; and a member of the American 
Association for the Advancement of Science. 

At the conclusion of the afternoon recess, Dr. 
David M. Marsh will bring the audience up to date 
on the “New Antihistaminics.”” Dr. Marsh is lec- 
turer in pharmacology at the University of Penn- 
sylvania Graduate School, and manager of the 
Pharmacology Department of McNeil Laboratories. 
He will discuss the development of new agents 
having an increased range between effective and 
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Daytime sedation — 
_ without hangover 


= specify Fellows for the original, stable, hermetically 
3 Christopher Street MEDICAL MFG CO. INC ie : 


nontolerated dose, a larger clinical effectiveness, 
and more prolonged action. He will point out that 
the increasing use of antihistamines proportion- 
ately increases the need for adequate treatment of 
the few major toxic effects encountered, and will 
outline current trends in prevention and allevi- 
ation of such poisoning. Dr. Marsh will also dis- 
cuss new therapeutic uses which are being in- 
vestigated: relief of symptoms of senile dermato- 
ses; prevention of motion—pregnancy—and anes- 
thesia-produced nausea; and control of side effects 
of new antihypertensive drugs. 

This exceptionally valuable day of informative 


PLANS FOR LADIES’ 


Eacu year, wives and guests of physicians attend- 
ing the scientific assemblies of the Academy look 
forward to a program which has been planned spe- 
cifically for their entertainment and enjoyment. 

For the wives of Academy members who will be 
coming to Saint Louis in March for the 1953 As- 
sembly, plans are well underway to make their visit 
a most pleasurable one. Those who attended the 
meeting in 1950 and participated in the ladies’ ac- 
tivities are well aware of the many things which 
this city has to offer. 

Guiding and planning this year’s Ladies’ Enter- 
tainment are Mrs. Norton John Eversoll, chairman, 
and Mrs. John O’Connell, vice-chairman. Assisting 
them on the various committees are: Mrs. Delevan 
Calkins, Mrs. Charles E. Martin, Mrs. M. A. Diehr, 
Mrs. Gustave Dahms, Mrs. C. T. Shepherd, Mrs. 
Paul H. Bernstorff, Mrs. Guy N. Magness, Mrs. 
William E. Moore, and Mrs. N. L. Mistachkin. 

Arrangements are being made for a luncheon and 
fashion show to be held in the Gold Room of the 
Jefferson Hotel on Tuesday, March 24. Fashions of 
the Gay Nineties and Roarin’ Twenties, as well as 
of modern times, will highlight this event. 

Another activity, which is being scheduled for 
Wednesday, March 25, is a tour of the city with 
tea at the Art Museum. 

Registration for the ladies will be held at the 
Statler Hotel on Sunday, March 22, and starting 
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lectures will be concluded on a high note by Dr. 
N. Pinson Neal, dean of Missouri University School 
of Medicine, who will discuss “Diagnosis Problems 
in Pernicious Anemia.” Dr. Neal will stress the 
imperative need for correct diagnosis in this dis- 
ease, if the cycles of remissions and relapses are 
to be stopped before death intervenes, and will 
outline the effective therapies now available. To 
facilitate recognition of the disease at the early 
point when therapy yields the best dividends, the 
diagnostic criteria will be presented, discussed, and 
given a means of evaluation that will make for 
easier, more prompt evaluation. 


ENTERTAINMENT ARE WELL UNDERWAY 


Mrs. Norton John Eversoll, Sf. Louis, is at the helm this year in 
planning activities for the ladies who will attend the 1953 
Scientific Assembly the latter part of March. 


Monday, only at Kiel Auditorium. Tickets for the 
various functions may be purchased at the time 
and place of registration. 

The complete program, together with the prices 
and time of the ladies’ events, will be announced 
in a forthcoming issue of GP. 
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in resistant 


non-healing 


_ skin lesions 


ointment and 
solution (plain) 


promotes normal repair 


In a leg ulcer of 15 years’ standing, complicated by infection and inadequate 
blood supply, CHLORESIUM® OINTMENT was used in conjunction with local infiltrations 
of an antibiotic. The lesion involved the entire circumference of the leg on the site 
of an old burn. Throughout treatment the patient remained ambulatory, and in 
seven months the ulcerated aréa was considered entirely healed. The investigator 
concluded that “. . . the time involved . . . does not detract from the fact that 
healing did occur in a lesion of 15 years’ duration in an ambulatory 


patient destined to work in an unfavorable environment.”* 


In a chronic dermatosis of the leg of 4 years’ duration in a patient suffering from 
elephantiasis, twelve days of CHLORESIUM OINTMENT therapy 
eliminated all but a few of the raw, weepy areas. The remainder 


of the skin was “soft, pliable, not tender and appeared well healed.”* 


CHLORESIUM OINTMENT and SOLUTION 
(Plain) contain water-soluble 
derivatives of chlorophyll “a” as 
standardized in N.N.R. These 
derivatives, highly concentrated and 


purified, provide the optimum ( 
therapeutic benefits obtainable tloresium 
from chlorophyll. ointment 


—l-ounce and 4-ounce tubes 


solution 


(plain) 
(Kystan) company inc. —2:ounce and 8-ounce bottles 


Mount Vernon, New York 
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1953 Post- Assembly Meeting in Mevico City 


e Condensed Itineraries 


All Arrangements by Lee Kirkland Travel, Kansas City, 
Missouri. 


Itinerary One. Via C & S—Pan AmerIcAN AIR- 
ways. All-expense—$399.00 ea. 


Friday, March 27: At 11:00 a.m. depart St. Louis 
via air. After brief stop at Houston, arrive Mexico 
City 7:00 p.m. 

Saturday, March 28: Motor tour by limousine of 
Mexico City, Pyramids, and Shrine of Guadalupe. 


Sunday, March 29: Motor via limousine to 
Xochimilco ‘Floating Gardens.” Return to Mexico 
City to attend Bull Fights. 


Monday, March 30: Open day. 


Tuesday, March 31: Motor across Continental 
Divide past Popocatepetl and Iztaccihuatl to Cholula 
and Puebla. 


Wednesday, April 1: Scientific meeting with 
Confederacion Medico de Mexico. Dinner party at 
El Patio. 


Thursday and Friday, April 2 and 3: Motor trip 
to Cuernavaca and Taxco, stopping at Hacienda 
Vista Hermosa. Night of 2nd at Taxco. Return to 
Mexico City the 3rd via Toluca, Native Market. 


Saturday, April 4: En route home. 


ltinerary Two. Via Special Train. All expense, 
from $369.38 ea. 


Thursday, March 26: Leave St. Louis at 5:30 
P.M. 


Friday and Saturday, March 27 and 28: En route 
Mexico City, traveling through Texas and Old 
Mexico. 


Wednesday, April 1: Scientific Meeting with 
Confederacion Medico de Mexico. Dinner at El 
Patio. 


Thursday and Friday, April 2 and 3: Motor trip 
to Cuernavaca and Taxco, stop at Hacienda Vista 
Hermosa. Night of 2nd at Taxco, returning to 
Mexico City via Toluca, Native Market. 


Saturday and Sunday, April 4 and 5: En route 
home. 


Monday, April 6: Arrive St. Louis—Chicago. 


All-Expense Extensions 


Extension A: 3 days to Garci Crespo, Orizaba, 
Cordoba, and Fortin. 


Extension B: 3 days in Acapulco. 


Extension C: 6 days in Guatemala City and Chichi- 
castenango. 


Combination A and B: 6 days in Garci Crespo, 
Orizaba, Cordoba, Fortin, and Acapulco. 


Extension A $ 62.50 ea. 
77.50 ea. 
195.00 ea. 


134.50 ea. 


Extension B 
Extension C 


Combination A and B 


Lee Kirkland Travel 
1231 Baltimore Avenue 
Kansas City 5, Missouri 


Sunday, March 29: Arrive Mexico City. Motor 
via limousine to Xochimilco ‘Floating Gardens.” 
Return to Mexico City to attend Bull Fights. 


Monday, March 30: Motor tour by limousine of 
Mexico City, Pyramids, and Shrine of Guadalupe. 


Tuesday, March 31: Motor across Continental 
Divide past Popocatepetl and Iztaccihuatl to 
Cholula and Puebla. 


Please reserve accommodations fur my party of 


( ). We 


desire Itinerary # with Extension . If rail, please state 
choice of Lower, Roomette, Bedroom, Compartment, or Drawing 


Room. 


Attached is my check in the amount of ($ ) representing 
deposit of $50.00 on each reservation, which is to be applied 


on total cost. 
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New aureomycin 
minimal dosage for adults * 

—four 250 mg. 
capsules daily, with milk. 


Fe || || 


READING ROOM, 
COOLIDGE CORNER BRANCH, 
BROOKLINE, MASS, 
PUBLIC LIBRARY 


a most widely 
accepted antibiotic 
in the broad-spectrum field is 


AUREOMYCIN 


Hydrochloride Crystalline 


because 


Physicians in the United States and throughout the world have recognized the 
time-saving value of immediate use of aureomycin in cases of active infection. 

The successful use of aureomycin, as described in publications by physicians 
throughout the world, has increasingly encouraged others to use this antibiotic 
and publish reports thereon. To date, more than 7,000 original reports, editorials, 
brief comments, and similar notations have appeared in the published literature. 

The trend of the literature clearly indicates that in desperate situations caused 
by infection, where previously cure would have proved difficult or impossible, 
aureomycin has saved the day. 


Capsules: 50 mg.—Vials of 25 and 100. 100 mg.—Vials of 25 and bottles of 100. 250 mg.—Vials of 16 and bottles of 100. 
Ophthalmic Solution: Vials of 25 mg.; solution prepared by adding 5 cc. distilled water. 


LEDERLE LABORATORIES DIVISION amearcaw Ganamid comeany 30 Rockefeller Plaza, New York 20, N. Y. 
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LESS THAN $10,000 TO GO! 


1953 Building Goal Moves Closer in October 


Activities on the Headquarters Building Fund dur- 
ing October did not begin to duplicate the spec- 
tacular increases which were recorded for the 
month of September, when we reported a $5,000 
contribution by Procter & Gamble Company and 
a transfer by the Academy’s Board of Directors of 
$20,000 from the general fund. 

However, no one need be ashamed of the addi- 
tions which were made to the fund during the 
month of October. As a matter of fact, contributions 
received during October from state chapters and 
individual members totaled $5,440—which topped 
contributions from the same sources in September 
by almost $500. 

Current Building Fund totals for all states are 
listed in the adjoining column. 

Special mention should be made of the month’s 
contributions from Colorado ($580) and North 
Carolina ($905) because in both instances this 
pushed the state’s total to above the $2,000 mark, 
a prideful achievement for state chapters of such 
small membership. Another newsworthy item was 
the receipt of six $100 checks from six staff members 
of Incarnate Ward Hospital in St. Louis. 

The struggle for first place continues unabated 
between Texas and California. In cash contribu- 
tions alone, the Lone Star State is well out in front, 
with a lead of over $3,000. But in totals of both 
cash and pledges, California is within breathing 
distance and will make a strong bid for undisputed 
first place during the annual meeting in Los An- 
geles in November. 

With the $75,000 goal less than $10,000 away, 
every state chairman is rolling up his sleeves and 
appealing to his membership for an extra effort to 
close the gap before Christmas. It can be done 
if every member of the Academy will do his part. 

This $75,000 “pivot point,” together with the 
$50,000 already invested in the building lot, will 
constitute a substantial cash payment on the total 
$350,000 cost of the Headquarters Building. Econ- 
omies which can be effected in operation of the new 
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October October total total 
Contributions pledges Contributions pledges total 


725 150 875 

200 20 220 

200 ese 200 
4,866.34 4,881.68 9,748.02 

2,005 325 2,030 

Connecticut 657 400 1,057 

Delaware .....-. eee 250 eee 250 
District of Columbia . . 362.08 362.08 

1,130 

1,000 

435 

3,070 

1,450 

1,650 

716 

535 

2,225 

510 

544 

4,036 

905 

1,500 

975 

5,930 


California 


Nevada coe ecco one 130 
New Hampshire. . . 528 
New Jersey ..... 1,320 
New Mexico een ese 300 
3,848.50 
2,660 


Pennsylvania 

Rhode Island. . 
South Caroling . . . 
South Dakota. . . . 
Tennessee... 


West Virginia 
Wiszonsin . . 


Puerto Rico. . 
Commercial 
Organizations 7,475 


20,000 20,000 


5,440 2,650 83,189.92 20,681.68 103,871.60 


building should equal approximately 75 per cent of 
the annual interest on the borrowed balance. 


: 
Mont 
75 35 110 
Ohio... 365 500 2,750 1,550 4,300 
“al 270 150 1,808 765 2,573 
60 20 80 
80 ... 1,905 900 2,805 
130 100 230 
1,200 
100 100 200 
845 210 1,055 
Wyoming SO 80 coe 80 
Hawaii . . . «se 15 eee 15 
ese 10 
TOTALS... . . . 


In Guatemala’s cool highlands you'll find quaint Spanish 
architecture set amid beautiful mountain scenery. 


FLY ALL THE WAY BY DAYLIGHT 


@ Leave St. Louis after breakfast on Friday, March 27, 
traveling via C. & S. and Pan American World Airways 
... Stop briefly at Houston for customs inspection and 
arrive Mexico City for dinner. All-expensei9-day A.A.G.P. 
Post-Assembly trip to Mexico, only $399.00 per person 
round-trip from St. Louis. 

In addition to the Post-Assembly trip, and extended 
stays thereof, a visit to Guatemala may be included via 
Pan American. Call or write Lee Kirkland Travel, 
Kansas City, Missouri, (A.A.G.P. official travel agent) 


See the Floating Gardens of Xochimilco in Mexico 


ity ... as well as i 
City. EEL, yond the pyramids of the Sun and Moon for reservations and information. 


Pan AMERICAN Nos Spenionced Airline 
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Membership Commission Initiates Award Plan for Membership Marks 


Chapters with Best Membership Records 
To Be Honored at Saint Louis Assembly 


Cuapters leading in Academy membership work 
will be rewarded at the Fifth Annual Scientific As- 
sembly at Saint Louis in March, Mac F. Cahal, 
Executive Secretary, announces. 

Three states will be selected for top honors. The 
winners will be announced and certificates of award 
will be presented by Dr. Murland Rigby of Rex- 
burg, Idaho, chairman of the Commission on Mem- 
bership and Credentials, at the State Officers Con- 
ference in Saint Louis. 

The categories for winners are: 

1. The state chapter having the greatest number 
of new members in 1952. 

2. The state chapter with the greatest increase 
in members, percentagewise over 1951. 

3. The state chapter, since its formation, that 
has enrolled the highest percentage of eligible mem- 
bers in the State Medical Association. 

The award plan was recommended by the Com- 
mission on Membership and Credentials and ap- 
proved by the Academy’s Board of Directors at its 
annual fall meeting on September 27 in Kansas 


City. 


Hope To Find Tuberculosis “Course Cases” 
By Patch Testing Children in Saint Louis 


IN AN attempt to find the “course cases” causing 
tuberculosis infection, a large number of children 
will be given the Tuberculin Patch Test in Saint 
Louis as an addition to the city-wide Case Finding 
Program now in progress. Application of tests will 
be made chiefly by members of the Saint Louis 
chapter of the A.A.G.P., Saint Louis Pediatric So- 
ciety, and Mound City Medical Society. 

It is another method of approach in finding 
cases of tuberculosis in the general population. 
The material, instructions, and report forms are 
being provided by the Saint Louis Tuberculosis and 
Health Society. 

Sponsors of the program realize that compara- 
tively few active cases of tuberculosis will be found 
among the group under 15 years of age. The chief 
merit in the program is to secure chest x-rays of 
all positive reactors and especially of the adult con- 
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Murland Rigby, M.D., chairman of the Com- 
mission on Membership and Credentials, will 
present the certificates to the honored chapters. 


tacts. Positive reactors among the younger ages 
will often be found to have received their infection 
from members of the immediate family through 
daily exposure. As the individual gets older he 
contacts more people and tracing the source case 
is quite difficult. 


Permanent Preceptoral Program Planned 
By Indiana Chapter and University 


THE GENERAL plan of preceptorships is gaining 
hold in Indiana. During the past summer several 
Indiana chapter members have had preceptorships 
going in their offices and plans are now being laid 
for a permanent program in the state. 

The Dean of Indiana University School of Medi- 
cine, Dr. D. Van Nuys, one of the early honorary 
members of the A.A.G.P., has asked the Indiana 
chapter to work out detailed plans as to the general 
idea of preceptorships and to recommend to him 
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in functional G | 
B® distress 


though findings are negative, patients remain positive of their many symp- 
toms — belching, flatulence, nausea, indigestion and constipation. 


prompt and effective relief 


can be given most of these patients by prescribing Decholin /Belladonna for 
alleviating spasm and stimulating liver function. 


with BELLADONNA 


reliable spasmolysis 


The belladonna component of Decholin/Belladonna effectively relieves 
pain due to spasm and incoordinate peristalsis, and facilitates biliary and 
pancreatic drainage through relaxation of the sphincter of Oddi. 


improved liver function 


Dehydrocholic acid (Decholin), the most powerful hydrocholeretic known, 
increases bile flow, flushes the biliary tract with thin fluid bile and provides 
mild laxation without catharsis. 


DOSAGE 
One or, if necessary, two Decholin/Belladonna Tab- 
lets three times daily. 

COMPOSITION 

Each tablet of Decholin/Belladonna contains Decholin 
(brand of dehydrocholic acid) 354 gr., and ext.. of 


belladonna, '/g gr. (equivalent to tincture of bella- 
donna, 7 minims). Bottles of 100. 


MESS, “AMES comPANY, INC - ELKHART, INDIANA 


- Ames Company of Canada, Ltd., Toronto 
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some means by which the financial matters con- 
cerning the program may be agreed upon. He also 
asked for suggestions for the method of choosing 
both preceptors and students. 

Indiana University is now on a quarters plan 
which means that a student has one quarter of the 
year free from academic studies and is available 
for preceptorship training. 

Dr. Russell Spivey, president of the Indiana 
chapter, has appointed a special committee, headed 
by Dr. Lester D. Bibler, A.A.G.P. vice-president, 
to work with Dean Van Nuys. Other members of 
the committee are Drs. Maurice V. Kahler of In- 
dianapolis, Charles R. Alvey of Muncie, and Walter 
Leroy Portteus of Franklin. 

An additional duty of this committee will be to 
set up the equipment for a typical general practi- 
tioner’s office for a young man starting out in 
practice. This display will be shown at the medical 
school for a week each year with experts from the 
supply houses giving a lecture on why this equip- 
ment was picked instead of something else. This 
project is underway for this year. 


Murphy of Kansas, Honorary AAGP Member, 
Says National Health Post “Speculation” 


In a statement to the press in rebuttal to an article 
which appeared in the October 27 issue of Time 
magazine, Chancellor Franklin D. Murphy of the 
University of Kansas said the possibility that he 
might become the nation’s first Secretary of Health 
and Welfare in the event of General Dwight D. 
Eisenhower’s election to the presidency was purest 
“speculation.” Dr. Murphy is an honorary mem- 
ber of the Academy 

Dr. Murphy, somewhat embarrassed by the high- 
ly complimentary article in Time, made his re- 
buttal as soon as he learned of the article, ‘Ike 
Sat at His Feet,” which would have an opportunity 
for nationwide readership. He immediately said the 
Time article was purest “speculation.”” He added 
that his principal ambition was to help expand the 
University service throughout the state. At no time 
had he ever discussed any possible venture on the na- 
tional scene with General Eisenhower, he declared. 

The article had said that a group of educators 
“figured” Murphy “might become the nation’s 
first Secretary of Health and Welfare.” 

The Time article said ‘‘Murphy feels that in his 
present position he should stay out of politics, but 
leaves no doubt that he is a Republican at heart. 
He makes a careful distinction between areas in 
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Dr. Franklin D. Murphy, Chancellor of the University 
of Kansas, an honorary ber of the Academy. 


which he thinks the federal government can legiti- 
mately help to boost the nation’s health (e.g., aid 
to medical schools, loans for building hospitals, and 
far-reaching public-health programs) and the areas 
he insists it must shun. 

As he put it: “The government has an important 
place in the picture, but England has proven to us 
that doctors and the application of medicine can- 
not be put on an assembly line basis ... but must 
be an individual and personal thing between the 
doctor and patient.” 

More people must be brought into private health 
insurance plans, the Chancellor maintains, and 
“those who cannot afford to pay their own premi- 
ums must be helped by either state or federal 
governments. 


Council on Industrial Health Applauds 
Educational Plan of Joint Committee 


THE EDUCATIONAL plan of the Joint Committee on 
Industrial Health of the A.A.G.P. and the A.M.A. 
met with the approval of the entire Council on In- 
dustrial Health during a meeting at Saranac Lake, 
N. Y., the latter part of September. 

The Academy was represented by Dr. Charles 
F. Shook of Toledo, and Dr. Gradie Rowntree of 
Louisville, Ky., who are the A.A.G.P. members 
serving on the Joint Committee. 

Dr. Shook reported that the Joint Committee’s 
plan for promoting industrial health was accepted 
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with measured-dose applicator 


PRECEPTIN vaginal gel contains the active 
spermicidal agents p-Diisobutylphenoxy- 
polyethoxyethanol and ricinoleic acid in 
a synthetic base buffered at pH 4.5. 


Ortho 


without a diaphragm | 


Corporation 


C. F. Shook, M.D., Industrial Medicine his domain. 


unanimously and later the program was explained 
in more detail to Dr. E. A. Irvin, president of the 
Industrial Medical Association and Dr. Victor 
Hiser, medical director of the National Association 
of Manufacturers, and others. 

Some members of the Council felt that such a 
program shouid go further than the personal phy- 
sician and attempt to put on the same program for 
specialty groups. This was not passed by the Coun- 
cil since it was considered wise to develop one pro- 
gram at a time and the A.A.G.P. had priority. 

Dr. Shook reported that the Council is support- 
ing several workshops covering industrial medicine 
in small plants. He believes this will help the 
Academy program by providing the material for 
local personal physicians. He suggested that re- 
sults be published in GP to educate others. 

As a result of the Council meeting, the presi- 
dent of the New York Medical Association has rec- 
ommended that the New York society establish an 

industrial health section. 


Balanced Medical Community Urged 
At President’s Commission Hearing 


Tue need for a proper ratio of general practitioners 
and specialists to give the most efficient, lowest 
cost medical care in this country keynoted the 
statement made by Dr. Stanley R. Truman of Oak- 
land, Calif., to the President’s Commission on the 
Health Needs of the Nation at a hearing on Sep- 


tember 29 in San Francisco. 
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Dr. Truman, a past president of the A.A.G.P., 
a member of the Maternal and Child Welfare Com- 
mittee of the A.M.A., and a member of the Joint 
Commission on Accreditation of Hospitals, has 
written numerous articles as well as a recent book, 
The Doctor, His Career, His Business, His Human 
Relations. 

“I believe our greatest need is for a balanced 
medical community,” Dr. Truman told the Com- 
mission. In defining such a community he said: 

**By a ‘balanced medical community’ I mean a 
distribution of physicians among the various spe- 
cialties and in general practice so that there will be 
an adequate number of well-trained specialists and 
an adequate number of well-trained general prac- 
titioners. 

‘Surveys and experience indicate that the distri- 
bution of physicians in such a community should 
be from 30 to 40 per cent specialists and from 60 
to 70 per cent general practitioners.” 

Dr. Truman cited that “the normal balance of 
the medical community has been disturbed in re- 
cent years by over-emphasis on the training of spe- 
cialists.” 

Dr. Truman emphasized that medical schools 
would have to plan their curricula to arrive at a 
balanced medical community. Professors and 
teachers must be aware of the fact that they are 
training many of their students to enter the field 
of general medicine. 


Boston Site of Fall Regional Meeting 
Of Academy's Commission on Education 


Tue president and secretary of each Medical So- 
ciety in the New England states and the New York 
State Medical Society were guests at a regional 
meeting of the Academy’s Commission on Educa- 
tion October 26 in Boston. 

The morning session opened with a review of 
activities by chairmen of state committees on edu- 
cation of Connecticut, Maine, Massachusetts, New 
Hampshire, New York, Rhode Island, and Ver- 
mont. 

The deans of three eastern medical schools pre- 
sented a discussion on how these institutions pre- 
pare their students for general practice. Discus- 
sion leaders were Dr. James Faulkner, dean of 
Boston University Medical School, Dr. Dwight 
O’Hara, dean of Tuft Medical School, and Dr. 
George Berry, dean of the Harvard Medical School. 
Preceptorships for fourth-year medical students 
were discussed in detail. 
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Dr. John F. Mosher, Coeymans, New York, appointed by the 
Board of Directors at its recent meeting to serve as Chairman 
of the Committee on Scientific Assembly for the 1954 meeting 
in Cleveland. 


Dr. T. Stewart Hamilton, director of Newton- 
Wellesley Hospital and president of the Massa- 
chusettes Hospital Association, and Dr. Samuel 
Proger, director of the New England Medical 


Centre of Boston told how internships are prepar- 
ing physicians for general practice. 

Progress reports on Home Study Courses were 
given by Dr. Loren Shroat, who heads this par- 
ticular phase. Suggestions were made on how to 
improve educational programs at state clinical 
meetings. 


Michigan Academy Member, Author of New 
Book on Prenatal Care and the Newborn 


Dr. Joun A. Freet of Bay City, Michigan, a mem- 
ber of the A.A.G.P., is author of Whisperings, a 
book on prenatal care and the newborn, which is 
just off the press. 

“*Whisperings,” says Dr. Freel, “just grew, de- 
veloped, and became of age. Yet neither I nor my 
obstetrical patients were conscious of its presence 
until it started talking back. . . . I came as a gen- 
eral practitioner to a county that was just ridding 
itself of midwives. I tried very hard to practice 
modern obstetrics, but at the beginning I found it 
difficult.” 

Dr. Freel encouraged his patients to write their 
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Will You Plan To Attend? 


ACADEMY meetings and postgraduate 
courses as well as those which are not spon- 
sored directly by the A.A.G.P. and its fam- 
ily of state and local chapters, but in which 
general practitioners will have an interest, 
will appear monthly as a calendar of events. 


Dec. 2-5. American Medical Association, Interim 
Clinical Session, Denver Auditorium, Den- 


ver, Colo. 


Dec. 3. Massachusetts Medical Society et al, Post- 
graduate Medical Institute, Boston, Mass. 


Dec. 6. Delaware Chapter, Annual Meeting, Delaware 
Academy of Medicine Auditorium, Wilmington. 


Dec. 8-9. Colerade State Medical Society and Univer- 
sity of Colorado Schoc! of Medicine, Post- 
graduate Clinic Day, Mercy Hospital, Du- 
rango, Colo. 


Dec. 8-10. Fitzsimmons Army Hospital, Postgrad- 
uate Course on General Surgery, Fitzsimmons 
Hospital, Denver, Colo. 


Dec. 9. Eastern Colorado Medical Society and Univer- 
sity of Colorado, Postgraduate Clinic, Chey- 
enne Wells, Colo. 


Dec. 10. Massachusetts Medical Society et al, Course 
on Hyperthyroidism and Hypothroidism, 
Boston. 


Dec. 13. New Jersey Chapter, Annual Meeting, Essex 
House, Newark, N. J. 


Dec. 15. Colorado State Medical Society and Univer- 
sity of Colorado Medical School, Postgraduate 
Clinic Day, Mennonite Hospital, La Junta. 


Dec. 17. Massachusetts Medical Society et al, Course 
on Proper Nutrition in Health and Disease, 
Boston. 


Dec. 19. Colorado State Medical Society and Univer- 
sity of Colorado School of Medicine, Postgrad- 
uate Clinic Day, St. Mary’s Hospital, Grand 
Junction, Colo. 


Dec. 23. Colorado State Medical Society and Univer- 
sity, Postgraduate Clinic Day, Larimer County 
Hospital, Ft. Collins. 


Jan. 21-22. Alabama Chapter, Annual Meeting, Medi- 
cal College Auditorium, Birmingham, Ala. 


Feb. 16-17. Oklahoma Chapter, Annual Meeting, 
Biltmore Hotel, Oklahoma City. 
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questions and fears down and to bring them on each 
office call. He received almost 100 per cent co- 
operation. After 14 years he put his information 
in book form to lend to his new patients. 

The demand was so great from the patients, their 
husbands, their mothers, aunts, sisters, and friends 
that formal publication was deemed advisable. 

Based upon his 18 years as a general practi- 
tioner, the book is made up of vital information on 
that most important year—from the beginning of 
pregnancy through the infant’s first three months. 

Dr. Freel received his degree in medicine from 
Marquette University, Milwaukee, Wis. His special 
interest has always been in the fields of obstetrics 
and diseases of the newborn. 

Although he has been offered teaching positions 
and medical research posts, he has remained in 
general practice by choice as he “feels it is the 
backbone of modern medicine.” 

Dr. and Mrs. Freel are the parents of 13 children— 
11 boys, two girls, including two sets of twins. 


New Trend in Postgraduate Study Revealed 
By Saint Louis Chapter Members’ Choices 


A RECENT postgraduate course sponsored by the 
Saint Louis chapter of the Academy revealed a 
changing trend in the thinking of general practi- 
tioners regarding postgraduate study. 

Taking into consideration the fact that many 
doctors are adversely critical of the common tend- 
ency for postgraduate courses to follow a stereo- 
typed path, Dr. Norman Mistachkin, chairman of 
the Education Committee for the chapter, decided 
that a new look at some of the basic sciences would 
turn up some fresh ideas for present-day physicians. 

He designed a course which included physiology, 
neurology, pathology, biochemistry, blood clotting, 
and pharmacology. The practical consideration of 
these basic subjects proved to be extremely popu- 
lar with the 75 members who attended the course. 

Another feature of the course was the staggered 
hours. Three meetings were held on Monday eve- 
nings, three on Tuesday evenings, and sixon Thurs- 
day mornings. This arrangement registered favor- 
ably with the members. 


Industrial Medicine Courses Offered 
Physicians at Pittsburgh University 


PirrssurGH, Pennsylvania physicians are invited to 
attend the course of lectures on industrial medi- 


| cine planned for senior medical students at the 
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University of Pittsburgh School of Medicine, ac- 
cording to an announcement from Dr. T. Lyle 
Hazlett, head of the Department of Industrial Hy- 
giene at the University. 

A series of 22 lectures comprises the course, a 
one-hour lecture being given each week on Tues- 
day at 10 a.m. beginning on December 2, in the 
lecture room of Magee Hospital. There will be no 
registration fee required for such attendance. 

The dates and lectures on industrial medicine 
for December and January are: 


Introduction to Industrial Medicine. 

Gases, Vapors, Dusts, Fumes, and Mists. 
Gases, Vapors, Dusts, Fumes, and Mists. 
Laboratory Methods in Industrial Hygiene. 
Industrial Lung Disease Pathology. 
Roentgenologic Aspects of Silicosis. 
Solvents. 


Topics for February, March, April, and May ses- 


sions will be announced in the calendar of events. 


Postgraduate Courses Via Television, 
Telephone Used By Pennsylvania Society 


TurEE October and November postgraduate pro- 
grams were chosen by the Graduate Education In- 
stitute of the Medical Society of the State of Penn- 
sylvania to initiate the use of television for medical 
postgraduate study in the state. 

Closed circuits to four Pennsylvania cities 
brought medical material from teaching centers in 
the East. These color programs were presented in 
Philadelphia, Pittsburgh, Erie, and Johnstown. 

A recent special telephone program from Boston 
to all the graduate centres was another innovation 
in Pennsylvania Medical Society’s postgraduate 
work. 

The spring schedule includes sessions during 
April and May at the eight centres—Allentown, 
Erie, Harrisburg, Johnstown, Philadelphia, Pitts- 
burgh, Wilkes-Barre, and Williamsport. 


Medical News in Small Doses: 


“OPERATION BACK PAY” for British physicians is 
having its share of difficulties. The Danckwerts 
award which allows back pay during the period 
July 5, 1948 to June 31, 1952 is to be distributed 
by the Executive Council. Each quarter is to be 
treated separately and each physician’s entitlement 
worked out on a percentage basis. Many doctors 
have died since 1948 and others have left the service 
and emigrated. All of these or their estates will be 
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A special post-graduate series 


PEDIATRICS 


for the 
General Practitioner 


One general practitioner will be accepted each two 
week period into the Department of Pediatrics of 
the University of Tennessee to do active work at 
approximately the resident level, and to receive in- 
structions by the pediatric staff. Didactic instruction 
will be held to a minimum with active ward work 
occupying a major portion of the student’s time. 


The course will be individually arranged to cover 
the part of pediatrics of greatest interest to each 
student. Full credit is given by the American Acade- 
my of General Practice for these courses and proper 
of the postgraduate time is made 
by the University. Instruction will be limited to one 
physician at a time so that the pediatric staff may 
give personal attention to the needs of each man. 


One student accepted the first and 15th of each 
month. 


Apply to: General Practice Office 
University of Tennessee 


Fee $50 
Memphis 
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short period, patients volunteer that they “feel better,’’ even before the 
blood pressure begins to drop. 

Here is the new daily dosage schedule which proves satisfactory for 
initial therapy in 9 patients out of 10: 


According to this plan, the second dose is taken about two hours after the 
noon meal, the third dose about two hours after the evening meal. 
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clinical results, minimizes nausea and other side actions. Dosage should be 
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entitled to their share. . . . The Academy’s 
J. DeWitt Fox did an outstanding story on the 
**GOP’s Vigorous Veep” for a pre-election issue of 
Life and Health. Says Fox, ‘Time was when the 
Vice-Presidency of the United States was consid- 
ered a political graveyard. Actually it promotes 
good health and long life, to wit, two-term Veep 
John Nance Garner, now 77, and spry 74-year-old 
Alben W. Barkley. But the 39-year-old Senator 
Nixon, if elected, would make that expression ob- 
solete.” The story tells the day-to-day hard-hitting 
pace of young Nixon, who also sidesteps the effects 
of life’s strain and leads the way for Americans in 
healthful living. . . . The annual scientific session of 
the American Cancer Society was held October 21— 
22 in New York City. . . . November 10 was the 
deadline for applications for the American Cancer 
Society’s Clinical Fellowships and Traineeships. 
The program, an annual feature, will begin July 
1... . An interim meeting of Aero Medical Asso- 
ciation was held in Paris recently under the presi- 
dency of Academy member, Dr. William R. Stovall 
of Washington, D. C. The meeting, sponsored by 
the French language section of the association, con- 
vened at the Paris Medical School. . . . Dr. C. F. 
Shook of Toledo, one of the Academy’s representa- 
tives on the Joint Committee on Industrial Health, 
spoke before the medical directors assembled at the 
Industrial Hygiene Foundation in Pittsburgh last 
month on the education program outlined by the 
Committee. . . . Four top Wisconsin State Medical 
Society posts are held by Academy members in the 
state. At the helm is Dr. Joseph Griffith of Mil- 
waukee. Dr. George Forkin of Menasha, a past presi- 
dent of the Wisconsin chapter, is speaker of the 
House of Delegates and Dr. Jerry Fons of Milwau- 
kee, chapter president-elect, is vice-speaker of the 
medical society. Another Milwaukee colleague, Dr. 
Ervin Bernhart, who is a past president of the Wis- 
consin chapter, is a state delegate to the Ameri- 
can Medical Association meeting. . . . The Alabama 
chapter was one of the sponsors of the program 
for the Fifth Annual Assembly of the Alabama 
Surgical Division of the International College of 
Surgeons held October 9 in Mongomery. . . . 
The third Civil Defense Conference of the Jack- 
son County (Missouri) Medical Society will be held 
December 13-14 at the Municipal Auditorium and 
Hotel President in Kansas City. . . . The fourth 
discussional on industrial health programs will be 
held December 12-13 at the University of Michigan 
School of Public Health, Ann Arbor, Michigan. 


Physicians are invited to attend this meeting. 
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Tue American Academy of General Practice is a far- 
flung institution with members in all states of the 
Union, the District of Columbia, Hawaii, Alaska, 
and in several foreign countries. The core of the or- 
ganization, however, is to be found in Kansas City, 
Mo., almost in the exact geographic center of the 
United States. 

Here some thirty-five persons carry on the mani- 
fold activities required of such a large and thriving 
organization. Here center the staff activities for a 
score of standing and special committees and here is 
performed the prodigious task of logistics which 
goes into the months’ long planning that culminates 
in the Annual Scientific Assembly. 

Though GPis printed in Chicago and the medical 
editor resides in Washington, the Academy’s jour- 
nal is published in Kansas City. Of the thirty-plus 
employees at headquarters, a dozen devote their 


full time to GP. e 


Heading the entire organization is Mr. Mac F. 
Cahal who is known to most members. He is Execu- 
tive Secretary and General Counsel of the Academy 
and Managing Publisher of GP. The staff of assis- 
tants introduced here has been built up by Mr. 
Cahal during the four-year period since he opened 
the first small headquarters office in Kansas City in 
the spring of 1948. 


Among the eight assistants on an execu- 
tive level few are better known to the mem- 2 
bers than Mr. William G. McVay, Staff Assis- 7 
tant (left). Mr. McVay’s principal responsi- 
bility is in connection with the sale and 
servicing of technical exhibits at the Annual 
Assembly. In his activities in connection 
with the Annual Assembly he also carries 
the title Exhibit Manager. On the right is 
Executive Assistant, Mr. M. G. Hermetet. He 
is secretary of the Committee on Scientific 
Assembly, which develops the scientific 
program for the Assembly every year. 
Years of training and experience in the ad- 
vertising department of a large pharmaceuti- 
cal manufacturer have given Mr. Hermetet 
valuable abilities in promotional activities 
which these and his other duties demand. 
Mr. Hermetet is also Assistant to the Pub- 


lisher of GP. 
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In his position as Field Assistant, Mr. E. B. Dressler (left) 
acts as Secretary of the Commission on Membership and 
Credentials. A considerable portion of Mr. Dressler’s 
time is spent in the field working with officers and com- 
mittees of state chapters. He also assists in several office 
management functions. Mr. C. E. Nyberg, Executive As- 
sistant, serves as staff secretary for two of the Academy’s 
most important commissions. Years of experience in 
organized medicine have equipped him to render valuable 
service to the Commission on Hospitals and the Commis- 
sion on Education. He is also staff secretary of the Com- 
mission on Legislation and Public Policy, though the 
legal and legislative aspects of this committee’s work are 
handled by Mr. Cahal as General Counsel. Mr. Nyberg 
also serves as office manager at headquarters and is in 
charge of the bookkeeping and clerical personnel. 


Miss Helen Cobb (left) is Assistant to the Executive 
Secretary. She assists him in handling the affairs of the 
Board of Directors, the Congress of Delegates, and dis- 
poses of a myriad of details in connection with the plan- 
ning and conduct of the Annual Assembly. Mrs. Dorothy 
Benson, Accounting Supervisor, is not only one of the 
best known members of the headquarters staff but is one of 
the oldest in terms of years of service. As Accounting 
Supervisor, she is in charge of collection of dues, keeping 
of membership records, as well as all accounting pro- 


cedures. 


Academy members can well be proud of their official 
journal, GP. Not only has it effected a mild revolution in 
medical journalism in America, but has won several 
awards for outstanding excellence in graphic arts. The 
part-time medical editor of GP, Dr. Hugh H. Hussey, 
and his two associates, reside in Washington. GP’s ad- 
vertising office is in Ridgewood, New Jersey, where the 
advertising manager, Mr. Joseph Bourgholtzer, lives. 

The magazine is published in Kansas City, where all 
nonmedical editorial functions are performed. In charge 
of production is Mr. John Robson (left). It is his unfailing 
responsibility to see that the presses at the Chicago 
printers start rolling on deadline schedules and that the 
magazine gets to its readers every month on schedule. 
Under him work some ten editorial and production per- 
sonnel. Comptroller of GP is Mr. Norman Allen who super- 
vises accounting, collections, and circulation control. 
Three young women assist Mr. Allen in the accounting 
and circulation department. 
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for intranasal infections 


‘Drilitol Spraypak’—the new form of ‘Drilitol’ 


Now there are two forms of ‘Drilitol’, S.K.F.’s widely accepted 
intranasal preparation: (1) ‘Drilitol’ Solution, with which 
you are familiar, and (2) the new convenient form, ‘Drilitol Spraypak’, 


‘Drilitol’ contains two antibiotics: 
Anti-gram-positive gramicidin 
Anti-gram-negative polymyxin 
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OrGanizaTion has been defined as any form of 
human association for the attainment of a com- 
mon purpose. It is the framework within which 
a group moving toward a common objective op- 
erates. A hospital, as a physical plant, cannot pro- 
vide more than room, board, and nursing service 
without a medical staff; therefore the medical staff 
is a vital part of the hospital and must have its 
own organization. 

The structure of the framework of the staff or- 
ganization depends primarily on the number of 
physicians involved. There are also other factors 
not common to all hospitals which should be con- 
sidered; for example, ownership of the hospital or 
local custom of practice of physicians in the com- 
munity. It is not feasible, therefore, to prepare a 
model organizational structure in detail and ex- 
pect it to apply to all hospital staffs. Certain basic 
principles can be enumerated, and recommended 
standards published that will serve as a guide for 
medical staff organizations and its functions. 

Originally the hospital’s medical staff was or- 
ganized as a single unit, similar to the staffs in 
smaller hospitals today with two major divisions 
within that unit—medicine and surgery. As hospi- 
tals grew in size, and as medical science advanced 
so that some physicians limited themselves to 
special fields of practice, it became necessary to 
departmentalize within the medical staff organiza- 
tion. Requiring physicians to limit their practice 
to one department in the hospital simplifies ad- 
ministration for the hospital management. 

Departmentalization in medical staff organiza- 
tion also appeared to be following the trend in in- 
dustry which had increased production through 
specialization. However, the physician’s purpose 
and function is quite different from that of a worker 
in an industrial organization. The physician ren- 
ders personal services to an individual, each one 
different. The patient should be treated as a whole 
unit, and the physician’s services cannot be stand- 
ardized in the same manner as production workers 
in industry. The extent to which the hospital 
medical staff organization should be departmental- 
ized into specialties and subspecialties is not as 
easily defined as it is in industry. A thorough 
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ORGANIZATION OF A MEDICAL STAFF 


A REPORT BY THE COMMISSION ON HOSPITALS 


This is the second in a series of five articles to explain and 
interpret the principles and procedures for organizing 
and operating a general practice department in hospi- 
tals. They were written for publication in GP by mem- 
bers of the Commission on Hospitals at the request of 
the Board of Directors of the A.A.G.P. Other topics in 
the series will be: Medical Staff Groups; Necessity for 
Proper Staff Supervision; and Integration of General 
Practice Departments in Staff Organization. Definition of 
General Practice was published in the May, 1952, issue 
of GP. 


analysis should be made to determine if a new plan 
of organization will aid the physicians in perform- 
ing their functions. Each medical staff should eval- 
uate the effectiveness of its present organization 
before making changes or increasing the divisions 
within the organization. 


Reintegration for Effective Functioning 


When the Commission on Hospitals of the 
American Academy of General Practice developed 
its Manual on General Practice in Hospitals, its 
main consideration was to devise a plan whereby 
general practitioners would be reintegrated into 
the staff organization in such a manner that the 
entire group would function more effectively. 

The Commission recommends that a department 
of general practice be established, but only as an 
administrative unit. Such a unit will encourage 
self-discipline, more definitely fix responsibilities, 
and allow for elected representation in the over-all 
staff organization. Privileges to practice in the 
clinical divisions of the hospital are to be deter- 
mined for each physician by a credentials commit- 
tee made up of representatives of all departments. 

In large hospitals where the present staff or- 
ganization provides good integration of general 
physicians, it is still advisable to form a depart- 
ment of general practice. Such a department pro- 
vides the framework within which general prac- 
titioners may discuss programs and problems com- 
mon to them. It will also encourage group action 
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for education and self-discipline and more sharply 
define the professional responsibilities of the group. 

The formal changes necessary to put a depart- 
ment in operation will vary in each hospital. The 
staff members must determine for themselves the 
need for changes or additions in the organizational 
framework. There is no magic formula that can be 
applied to determine needed changes. If the or- 
ganization encourages the orderly arrangement of 
group effort to provide unity of action in pursuit 
of the common purpose, then the organizational 
structure is satisfactory. 


The Meaning of Integration 


It may be well to discuss what is meant by in- 
tegration. In all group activities, there are differ- 
ences of opinion and interests, which sometimes 
result in conflict. Such conflicts frequently bring 
about domination of one side over the other, or a 
compromise which is not satisfactory to either 
party. By integration we mean that the groups in- 
volved have brought the differences into the open, 


discussed them, and have created a new arrange- 
ment or solution in which the desires of the differ- 
ent groups are unified, to form a more effective 
organization. By open and careful evaluation of 
these desires, the conflict will, to some extent, re- 
solve itself, since physicians and hospitals have a 
common purpose—care of the sick and injured. 

An organized department of general practice can 
aid in improving integration, if the general prac- 
titioners as a group will discuss and evaluate their 
individual demands before presenting them to the 
medical staff as a whole. Representatives of the 
general practice department should also act as 
liaison officers between the other staff officers, the 
hospital administration, and their own group. 

The Commission on Hospitals recommends that 
general practitioners study their own Manual and 
their hospital staff organizational structure care- 
fully before demanding changes. The Manual enu- 
merates basic principles and offers suggestions on 
how the staff may improve its own organization to 
enable members to function more effectively within 
the framework of the organizational structure. 
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Working closely with the medical profession for more than 


60 years, Freeman has developed a line of surgical supports from which you can 
select and prescribe with complete confidence in the suitability of the garment 
for its purpose, quality in its construction and comfort for the wearer. 

The Freeman line of corset-type back supports includes models which provide 
supportive and conservative measures in any required degree up to almost com- 
»lete immobilization. This type of support has been hued pagatier in that it can 
G worn comfortably whether sitting, standing or lying. In addition to correct 
design and quality construction Freeman supports embody many advancements 
and improvements. Linings and stay covers are cushioned for comfort and side- 
laced back supports have a new and exclusive self-smoothing, non-wrinkle fly. 

Mail coupon for details of Freeman quality features and free copy of pocket- 
size reference catalog. 


FREEMAN MANUFACTURING CO., Dept. 512, Sturgis, Michigan 
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Name Address 


FOR WOMEN. 


City. State 


GP « December, 1952 


| 

| 

H CONFI N 

| 

| 

\\\ 

SN 

nd 

157 
« 


the new 


@ Wide-range activity gives ‘Ilotycin’ versatile application in a va- 


riety of common infections. 


@ ‘Ilotycin’ was well tolerated in clinical trials. No indications of 
toxicity have so far appeared. No nitrobenzene group exists in the 


molecule. 


e@ In contrast to some antibiotics, ‘Ilotycin’ does not destroy colon 


bacilli. In clinical trials, less than 1 percent of patients had side- 


effects, and these consisted of a few instances of nausea. 


e In persons allergic to penicillin and with penicillin-sensitive infec- 


Excellent clinical results thus far reported* in pneumococcus pneumonia, 
staphylococcus bacteremia, pyoderma, follicular tonsillitis, acute nonspecific 
pharyngitis, severe erysipelas, septic sore throat, peritonsillar abscess, virus 
pharyngitis, and cellulitis. 


Dosage: The average adult dose is four tablets (400 mg.) every six hours. The 
dosage will vary with the severity of the infection and the weight of 
the patient. 


Available in 100-mg. tablets in bottles of 36. 


ELI LILLY AND COMPANY + INDIANAPOLIS 
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general systemic use. 
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tions, ‘Ilotycin’ is proving to be the most powerful antibiotic for 


®@ Against strains resistant to other antibiotics, especially staphylo- 


cocci, “[lotycin’ is proving particularly useful. 


®@ The cerebrospinal fluid contains therapeutically active concentra- 


tions of ‘Ilotycin’ when serum levels of the drug are high. 
@ ‘Ilotycin’ passes freely into ascitic and pleural fluids. 


@ ‘Ilotycin’ is effective by oral administration. 
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thyrar. 


ISOTHERMIC. PROCESSING 


1 


An Outstanding Achievement in Glandular Product Control 


Thyrar, prepared by the new “isothermic process” (positive temperature con- 
trol at every step) is derived only from bovine sources. “Isothermic processing” 
is the key to uniformity in this entirely new thyroid preparation. Thyrar represents 
all of the known hormones of the whole thyroid gland, biologically tested and 
chemically assayed for uniformity of response. By the exclusive use of beef 
thyroid glands, “quick frozen” at the animal and “isothermic processing”, 
higher purity and greater uniformity are assured. 


advantages of t+hyrar 


@ Complete efficacy of the whole gland @ Conforms with Thyroid U.S.P.—may be 
@ Greater uniformity of finished product prescribed in the same dose 


@ Elimination of unwanted organic © Yasteless 
matter 


@ Double standardization—chemically @ New, small-sized whole thyroid tablet 
assayed and biologically tested offers greater patient convenience 
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NEWS FROM 


THE STATE CHAPTERS 


Five hundred twenty-six persons, 310 of whom are 
Academy members, attended the Second Annual 
Scientific Assembly of the Ohio chapter held Sep- 
tember 20-21 in Columbus. 

At a pre-Assembly meeting, the chapter’s con- 
gress of delegates named Dr. George H. Lemon of 
Toledo to be president-elect, re-elected Dr. George 
McCallister to his fourth term as secretary-treas- 
urer, Dr. Percy B. Wiltberger of Columbus to his 
third term as a director, and Drs. Robert S. Bode 
of Rushville and Dwight C. Pettay of Cadiz to sec- 
ond terms as directors. Installation ceremonies for 
the new president, Dr. Thomas E. Rardin of Co- 
lumbus, were held at the board of directors-con- 
gress of delegates dinner following the opening 
meeting. (See cut.) 

Past president Dr. Gordon L. Erbaugh of Dayton 
is a delegate to the A.A.G.P. Assembly in St. Louis 
and Dr. Herbert W. Salter of Cleveland has been 
assigned alternate delegate. Drs. Roscius C. Doan 
of Miamisburg, Charles R. Forrester of Toledo, and 
David J. Roberts of Akron complete the roster of 
directors. 

The banquet was highlighted by speeches given 
by Dr. U. R. Bryner of Salt Lake City, the Acad- 
emy’s president-elect (see cué), and Mr. Leonard 
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The new president of the Ohio chapter, Dr. Thomas E. Rardin 
(above), speaking into the microphone, presents a plaque and 
gold key to his predecessor, Dr. Gordon Erbaugh, at the ban- 
quet held during the Ohio chapter’s Second Annual Scientific 
Assembly. Seated in the foreground is the toastmaster for the 
evening, Dr. A. R. Marsicano, and Mrs. Marsicano. At the 
left: A.A.G.P.’s president-elect, Dr. U. R. Bryner of Salt Lake 
City, tells his colleagues at the Ohio chapter banquet about me- 
dical conditions in England. 


E. Read, Irvington-on-the-Hudson, New York, who 
will also be the banquet speaker at the A.A.G.P.’s 
Fifth Annual Scientific Assembly. Dr. Bryner spoke 
on medical conditions in England. 

Dr. Rardin has been selected to edit the 1952 
version of Program Notes from the Ohio chapter’s 
meeting. This year there was a $5 registration fee 
and this covered payment for a copy of the ab- 
stracts. 

The Fairfield (Ohio) County component chapter 
of the A.A.G.P. formally received its charter re- 
cently in Lancaster. The Ohio chapter secretary, 
Dr. McCallister, made the presentation to this 
newly-organized chapte~. Sixteen general practi- 
tioners attended the meeting. New officers of the 
chapte: are Dr. F. W. James, president; Dr. R. S. 
Bode, vice-president; and Dr. M. E. Nichols, secre- 
tary-treasurer. 

Another new member of the Academy’s local 
organization in Ohio, the Lima chapter, will for- 
mally receive its charter in the near future. It was 
granted recognition May 1. 

A report or the emergency medical services of 
the Cincinnati and Hamilton County Civil Defense 
organization was given at a meeting October 12 in 
Cincinnati sponsored by the Southwestern Ohio 


e 


Society of General Physicians. Dr. J. Edwin Reed, 
president of the SOSGP, gave the welcome at the 
meeting. Dr. Joseph Lindner, who has been one of 
the standouts on the Academy’s Assembly program- 
planning team the past two years, and who is chair- 
man of the executive committee and Postgraduate 
Education Committee of SOSGP, served as mod- 
erator for the morning session. Seventeen other 
doctors and civilians took part in the day-long pro- 
gram. 

New officers of the Massachusetts chapter who 
were elected for the 1952-53 term at its fourth an- 
nual clinical meeting in Boston this fall are an- 
nounced. Dr. James F. Simmons of Fitchburg is the 
new president, Dr. Philip A. Fortin of New Bed- 
ford is president-elect, and Dr. Bennett I. Fielding 
of Worcester and Dr. John E. Leary of Springfield 
will serve as first and second vice-presidents, re- 
spectively. Dr. Daniel M. Rogers of Wenham is 
treasurer and his assistant is Dr. Fairy Brown of 
Springfield. The role of recording secretary will be 
filled by Dr. Arthur C. Murray and Dr. R. Adelaide 
Draper of Dorchester was elected corresponding 
secretary. Dr. R. Emerson Sylvester of Auburndale 
as parliamentarian and Drs. Herbert A. Fenton of 
Lawrence and S. Edward Chalfen of Cambridge as 
new directors complete the roster of officers. 

The Massachusetts chapter is one of the sponsors 
of the Postgraduate Medical Institute in Boston 
which began in October and will continue through 
April 8. This 50-hour course in general medicine 
is being held on Wednesdays from 3 to 5 P.M. 

A fall meeting of the Arkansas chapter was held 
October 10-11. This was not its annual assembly 
at which new officers are elected. Fourteen guest 
speakers presenied the newest advances in therapy 
and medicine and on the work at the University of 
Arkansas School of Medicine. 


Ceremony of the govel. Left to right, Dr. R. L. Crawford of 
Lancaster, immediate past president of the South Carolina 
chapter in the role of installing officer, hands the gavel to the 
retiring president, Dr. Thomas G. Goldsmith of Greenville, 
who then presented it to the new president, Dr. W. H. S. 
Speisseger of Charleston. At right is Dr. W. W. King of Bates- 
burg, the president-elect, who will take office next year. Below: 
Academy vice-president, Dr. Lester D. Bibler of Indianapolis 
(left), guest speaker at the South Carolina chapter’s banquet, 
has just been introduced by Dr. Lee Milford of Clemson, who 
was toastmaster. 


in 


Dr. R. B. Robins, A.A.G.P. president, presided 
as master of ceremonies at his home chapter’s ban- 
quet. The guest of honor was football coach, Otis 
Douglas, of the University of Arkansas. 

The Arkansas chapter also is promoting the Bob 
Robins Breakfast Fund. The breakfast will be held 
during the Fifth Annual Scientific Assembly of the 
Academy at St. Louis in March. 

Idlehour Club in Macon was the site of the re- 
cent annual meeting of the Georgia chapter. The 
program consisted of talks by Dr. J. P. Sanders, 
A.A.G.P. past president, Dr. Paul Williamson of 
Memphis, Tenn., Dr. Andrew S. Tomb of Victoria, 
Tex., Dr. Eugene M. Regen of Vanderbilt Univer- 
sity, and Dr. Major F. Fowler of Atlanta, Georgia. 

Dr. J. Poulson Hunter, a new member of the 
Academy, is also the new secretary-treasurer of the 
Utah chapter. 

The 1953 meeting of the Indiana chapter will be 
held again on April 15-16 at the Antlers Hotel in 
Indianapolis. The program committee, headed by 
Dr. Harry Pandolfo of Indianapolis, has already re- 
ceived acceptances from many of the outstanding 
speakers invited to appear on this program. Booth 
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No “Belladonna 


CTIONAL G.I. SPASM 


More and more published clinical studies continue 
to prove that BENT YL provides effective relief from 
pain, cramps, and general discomfort due to func- 


with this prompt, positive relief of 


- 


Trade-mark “‘Bentyl” Hydrochloride 


Each capsule or teaspoonful syrup contains: DOSAGE: 
; Eee 10 mc. Adults—2 capsules or 2 teaspoonfuls —- 3 times daily, 
- when sedation is desired before or after meals. If necessary repeat dose at bedtime. 
SE ee 10 mc. In Infant Colic—% to 1 teaspoonful syrup 3 times daily 


WITH PHENOBARBITAL... .. . 15 MG. before feeding. 
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Isn’t this too often the missing fourth 
m peptic ulcer therapy? 


KOLANTYL INCLUDES THE IMPORTANT 4th FACTOR 


1. A SUPERIOR ANTACID COMBINATION (magnesium oxide and aluminum hydroxide, 
also a specific antipeptic) . 
2. A SUPERIOR DEMULCENT (methylcellulose, a synthetic mucin) . 


3. A SUPERIOR ANTISPASMODIC (BENTYL Hydrochloride) which provides direct 
smooth muscle and parasympathetic depressant qualities without “belladonna 
backfire.” 


4, INACTIVATION OF LYSOZYME—Laboratory research and clinical studies!.? indicate 
that lysozyme plays an important role as one of the etiologic agents of peptic ulcer. 
By inhibiting or inactivating lysozyme with sodium lauryl sulfate, KOLANTYL 
includes the important 4th factor toward more complete control of peptic ulcer. 


KOLANTYL 


DOSAGE: 2 Kolantyl tablets or 2 to 4 teaspoonfuls of 
Kolantyl Gel every 3 hours as needed for relief. 


1. Hufford, A. R., Rev. of Gastroenterology, 18:588, 1951 
2. Miller, B. N., J. So. Carolina M. A., 48:1, 1952 
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space for this meeting has all been sold to the tech- 
nical exhibitors. The committee reports that the 
technical exhibitors have been carefully screened 
and the number is not being expanded to the 
greatest possible group, in order to carefully select 
the exhibitors. 

Because of the unusual success experienced with 
the Road Show postgraduate programs and the 
tremendous growth in the annual meeting of the 
chapter, the Indiana chapter has ceased any of its 
ancillary activities in connection with the State 
Medical meeting in Indiana. 

Recently, the Oregon chapter issued its first 
bulletin, a snappy four-page pamphlet, edited by 
Warren W. Hale of Portland. Roscoe K. Miller, 
associate executive secretary of the Oregon State 
Medical Society, assisted in the editing of the first 
issue. 

The IMlinois chapter held its Fifth Annual Sci- 
entific Assembly October 21—23 in Peoria with an 
outstanding array of speakers presenting scientific 
papers. These included Drs. Edward L. Compere, 
Edward F. Rosenberg, Charles J. Smith, Arthur P. 
Klotz, Aldo Luisada, Lowell P. Coggeshall, Walter 
J. Reich, William M. Lees, Clifford J. Barborka, 
Robert W. Keeton, and Clement Martin, all of 
Chicago; Dr. Daniel Lee Sexton of St. Louis, Dr. 
Eugene L. Jackson of Richmond, Va., and Dr. 
William A. Richardson of Rutherford, N. J. 

Showing of the Wyeth Tele-Clinic of the At- 
lantic City Assembly, the annual banquet, and the 
delegates’ dinner were highlights of the meeting. 

Some seventy Chicago physicians have been at- 
tending the fourth annual postgraduate program 
this fall sponsored by the Illinois chapter. 

The New Jersey chapter will hold its first an- 
nual scientific session December 13 in Newark. The 
program which will begin at 1 p.m. will be a sym- 
posium on hypertension. The speakers will be Dr. 
A. C. Corcoran, Research Division of the Cleveland 
Clinic; Dr. Kermit L. Pines of Columbia-Presby- 
terian Medical Center; Dr. Melvin W. Thorner of 
the University of Pennsylvania Graduate School of 
Medicine; Dr. Charles Poindexter of New York 
University Postgraduate Medical School, and Dr. 
Robert S. Palmer of the Massachusetts General Hos- 
pital. 

Dr. Frederick Luger of Saginaw took office as 
president of the Michigan chapter November 17 
during the Sixth Annual two-day postgraduate 
clinic in East Lansing. The program was sponsored 
by the Michigan chapter and the Wayne County 
chapter. A banquet for doctors and their wives, 
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t, Past, and Future. The new president of the 
Virginia chapter, Dr. Edward E. Haddock of Richmond (left), 
receives best wishes from retiring chapter prexy, Dr. John O. 
Boyd of Roanoke (right). Dr. Brewster A. Hopkins of Stuart 
(center), who ts the new president-elect, observes the felicitations. 
As a leader, Dr. Haddock rates high in the political ranks— 
he’s also the mayor of Richmond. 


with Dr. J. S. DeTar as toastmaster, was held. 
Banquet speaker was Russell Barnes of the Detroit 
News. He spoke on “Chances for War with Russia.” 

The Geriatrics Committee of the Wayne County 
chapter is sponsoring a postgraduate course in clin- 
ical geriatrics for the second winter season. It began 
November 5 and will continue until January 29. 

New officers of the New Hampshire chapter are 
Dr. Alfred D. Mihachik of Northwood, president; 
Dr. Israel A. Dinerman of Canaan, president-elect ; 
and Dr. Leo Klinger of Rochester, vice-president. 
Dr. William F. Putnam of Lyme continues as secre- 
tary-treasurer. They were elected at the annual 
meeting October 1 in Concord. 

Academy members from the District of Columbia, 
Maryland, Pennsylvania, New Jersey, and Delaware 
attended a recent postgraduate course in children’s 
diseases at the Wilmington, Delaware General Hos- 
pital. The course was the fourth in a series spon- 
sored by the Delaware chapter in an effort to help 
as many family physicians as possible broaden their 
postgraduate education. 

The Greater Kansas City (Kansas and Missouri) 
chapter, in collaboration with the Kansas City 
Proctologic Society presented a full-day course in 
proctology this fall. Live clinics were conducted at 
St. Mary’s, Trinity Lutheran, and Menorah 
Hospitals. 
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2 highly effective oral dosage forms 


BENZETHACIL 
DIBENZYLETHYLENEDIAMINE DIPENICILLIN G 


e Extremely well tolerated 


e Supplied ready for use 
e Free from unpleasant penicillin taste 


e Stable without refrigeration 


e@ Dosage schedules need not be 
influenced by meal times 


TABLETS 


BICILLIN L-A 


ORAL SUSPENSION 
BICILLIN 


...is unusually effective and palat- .. . provide continuous oral ther- 
able; ideal for use where flexibility apy On only 2 tablets a day, spaced 
of dosage is desired, as in pediatric 12 hours apart. 


practice. 


Supplied: bottles of 2 fi. oz., Supplied: bottles of 36 pink, 
containing 300,000 units grooved tablets of 
per teaspoonful (5 cc.) 200,000 units each 
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Two meetings, December 4 and January 22, of a 
five-session series remain in the rural postgraduate 
study program being sponsored by the Missouri 
chapter. Courses are being held in Rolla, Chilli- 
cothe, Louisiana, Springfield, Kennett, Columbia, 
Cape Girardeau, Warrensburg, and Nevada, Mo. 

The Minnesota chapter held its annual fall re- 
fresher course and annual meeting October 29 in 
Minneapolis. Among the outstanding speakers were 
Drs. Philip Thorek and Philip Lewin of Chicago, 
Dr. A. C. Corcoran of Cleveland, Dr. J. E. Estes of 
the Mayo Clinic, and Drs. E. T. Bell and Cecil J. 
Watson of the University of Minnesota. 

The need for better training for the general prac- 
titioner was stressed by Dr. J. P. Sanders in his 
speech at the officers installation meeting of the 
Orleans (Lovisiana) chapter recently. 

Dr. Carlo Cabibi was installed as president, Dr. 
Esmond Fatter, vice-president, Dr. Eugene Claverie, 
secretary, and Dr. J. Cosmo Tardo, treasurer. 

The lowa chapter’s secretary-treasurer, Dr. Wil- 
liam M. Sproul, has initiated a good method for 
building membership in his state. Each general 
practitioner who is now a non-member subscriber 
to GP is being sent a letter which invites member- 
ship. The letter concisely states how the postgrad- 
uate requirements may be acquired without undue 
strain, emphasizing that the knowledge is such 
that the physician can put it to practical use. The 
psychologic clincher is the enclosed application 
blank and a self-addressed return envelope. 

Approximately 170 general practitioners in Vir- 
ginia and North Carolina registered at the G.P. 
registration desk during the recent Annual Meeting 
of the Medical Society of Virginia. Among the reg- 
istrants were 50 prospective members and applica- 
tions for membership from 10 of them are now being 
processed. 

The Virginia chapter has already accomplished 
a major portion of the preparation for its scientific 
meeting in Richmond next May 6-8. 

Thus far, a complete train coach will be required 
to transport members of the Virginia chapter to the 
Academy’s Scientific Assembly in St. Louis next 
March. 

Dr. Louis J. Levy of Ft. Worth, Texas, was guest 
speaker at a meeting of the Oklahoma County 
chapter recently in Oklahoma City. Forty-five mem- 
bers and guests attended. At another recent meet- 
ing, the chapter president, Dr. Warren B. Poole, 
entertained the Oklahoma County chapter mem- 
bers with a barbecue and a showing of the Wyeth 
Tele-Clinic of the Atlantic City Assembly. 
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CONTROL THAT COUGH 


© WITH DELICIOUS, AROMATIC 


SEDATOLE ©—CONTAINS 
GRAIN OF CODEINE 
PER FLUIDOUNCE. 


Sharp & Dohme 


VOLUME INDEX 


Copies of the Subject and Author Index of 
Volume V of GP are now available free 
of charge to subscribers who wish to have 
them. Readers who wish to preserve their 
copies of GP by binding them into volumes 
will want to include the Volume Index. 
Copies are available upon request to 
Circulation Manager, GP Magazine, 406 


West 34th Street, Kansas City 2, Missouri. 
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the new Frese | 
simplifies pregnancy diagnosis 


administered and interpreted within 30 to 60 minutes 


Q-Test can be administered and interpreted in 

less than one hour, while your patient waits. We invite 
you to compare Q-Test with whatever laboratory 
method you are now using for pregnancy diagnosis. 


— © Sold only to physicians exclusively through 

Mest - hbo pharmacies. 

Pharmacal Corporation, including the of the American Medical Association. 
name and address of your pharmacy. 


GENERAL PHARMACAL CORPORATION 
8255 BEVERLY BOULEVARD, LOS ANGELES 48, CALIFORNIA 
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WHAT OUR BRITISH COUSINS 
ARE UP TO 


Picking Up the Check for the Ladies 


Out of London, an anguished cry! 

The ladies are losing (poundage), and it’s all 
coming off the National Health Service! 

An investigation is being launched. 

The naked truth is, British belles are downing a 
hundred million slimming pills per annum in a 
current craze to economize around the hips. 

A tactful letter is being dispatched to 20,000 
Health Service doctors, suggesting that a cheaper 
pellet be dispensed, thus saving the exchequer 680 
million dollars a year. 

The ladies are yet to be heard from. 

One fact stands out. The gal that’s really losing 
tonnage is the Old Lady of Threadneedle Street. 


Ringing Out the Old 


Famous old Harley Street, long known as home 
of London’s doctors’ offices, is rapidly disappearing, 
sadly relates Howard K. Smith, head of C.B.S. 
European coverage. Time was when a Harley Street 
address was so important to the practicing phy- 
sician, they let the thoroughfare twist around cor- 
ners and ramble all over the area. Now they’re blam- 
ing its demise on the National Health Service, for 
with security provided, nobody sees need to pay 
high Harley Street rentals, and the district is going 
over to residences. In another twenty years, says 
Mr. Smith, you won’t find a Harley Street doctor 
with a microscope. 


Calling Health Service a Burden 


Britain’s National Health Service is “splitting 
upon the rocks of economics,” declared Lord Hor- 
der, head of that country’s Fellowship for Freedom 
in Medicine and physician to Queen Elizabeth, in a 
recent talk before the Chicago convocation of the 
International College of Surgeons. He added, ‘*The 
general practitioner spends much of his time sign- 
ing forms, of which there are estimated to be about 
a hundred per patient, then turns the patient over 
to institutions and specialists who know little of the 
early history of their diseases and nothing at all of 
their domestic conditions.” ‘Don’t let it happen 
here,” Lord Horder urged. The audience was 
acquiescent. 
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Each capsule-shaped, yellow tablet contains: 

Thyroid Duo-sayed® mg. (¥ gr) 
liver mg. 
Thiamine mg. 
mg. 
mcg. 


Samples on request. 


LABORATORIES, INC. 


Philadelphia 32, Pa. 
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INTERMINABLE 


“Subclinical Hypothyroidism” 
may be the answer 


Proetz (1,2) describes his experience with 130 patients with interminable 
colds, in whom diagnosis of hypothyroidism was reasonably certain. Con- 
fusing complications did not exist and response to thyroid extract therapy 
was demonstrable. 

In this group the nasal cavity did not respond to conventional therapy, 
but improvement after treatment with thyroid was striking. Symptoms 
recurred when thyroid therapy was withdrawn. 


Well suited to treatment of hypothyroidism is 


I. Thyrobex contains Thyroid Duo-sayed®—the desiccated thyroid 


which is check-tested by two assays for: 
The advantages 


Thyro thyroxin content 
of bex . . . assuring more dependable results. 
— 2. Increased vitamin need due to increased metabolic rate is supplied 
“subclinical by the Vitamin B Complex in Thyrobex. 
2B. The necessary adjunct in thyroid therapy—the antithyrotoxic 
factor in liver—is included in Thyrobex. 
1. Proetz, AW: Furth et Ob Thyroid Insufficiency on the Nasal Mucosa, 


2. Proetz, A.W.: The Thyroid and the Nose, Ann. Otol., Rhin. & Laryng. 56:328 (June) 1947. 
3. Robertson, J.D. and Kirkpatrick, H.F.W.: Brit. M.J. 1:624 (March 22) 1952. 


hypothyroidism” 
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Even before Perry visited Japan 


Tue FIRsT AMERICAN FLEET sailed into 
the waters of the still medieval Japan in 
1853 when Commodore Matthew Perry 
presented President Fillmore’s request for 
trade treaties. 


When Perry returned the next Spring to 
complete negotiations, all of Tokyo Bay 
was agog with rumors of the wondrous gifts 
to be presented by the Americans. Included 
were a miniature train, photographic equip- 
ment, a complete telegraph set, American 
vegetables and seeds. Perry’s idea was to 
erect a miniature World’s Fair to show the 
Japanese the wonders und benefits of Amer- 
ican trade. Gifts to Perry included dried 
fish, dogs, and rice, traditional Japanese 
symbols of esteem. 

Two ports were to be opened for Amer- 
ican ships, and lasting peace was to be 
assured. Perry’s negotiations altered the 
whole destiny of the Orient, and due to his 


work, Japan started on her dynamic growth 
to becoming a world power. 


Eight years before Perry’s visit, Church 
& Dwight had established their baking soda 
business. Continuously since that time our 
two familiar brands—Arm & Hammer and 
Cow Brand—have stood for pure sodium 
bicarbonate. Our product U.S.P. sodium 
bicarbonate can be prescribed with con- 
fidence whenever indicated for many in- 
ternal and external maladies. 


Free Children’s Storybooks. May we send you 
a supply of our interesting illustrated storybooks 
for your waiting room? They’ re approved by 
ng educators. Just write to us at the address 


CHURCH & DWIGHT 0, INC. 


10 Cedar Street 


New York 5, N. Y. 


BUSINESS ESTABLISHED IN 1846 
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Aunts in the Printers’ Plants 


WELL-STEMMED 


Tuis year, as before, my plant surprised me again. 
After spending another year in the cold ground, I am 
now the owner of four strong stems, one of which has 

q eight blooms.—Dallas(Tex.) Times Herald. 


NO BELITTLING, PLEASE! 


: Due to the illness of the country doctor, his practice 
will be carried on by a competent physician from 


Columbus.— Cedar Springs(Ohio) Tidings. 


A “LOST” ONE PROBABLY 


TRANSFERRED to the Haywood Hospital, Costa con- 
tracted pneumonia, which was brought on by his week- 


end condition.—San Leandro(Calif.) News-Observer. 


EXTROVERT? 


Tue ball struck Berra on the right temple and knocked 
him cold. He was taken to Ford Hospital. X-ray pic- 
tures of Berra’s head showed nothing.—New York 
Herald Tribune. 


“BROADLY” SPEAKING 


WHETHER in uniform or civilian clothes, nurse Deveau 
has a classy appearance. She is on the tail side, a well 


filled out 16.—Anniston(Ark.) Blade. 


THEY CAN DO IT 


Mr. and Mrs. Blank left Wednesday for Rochester, 
where Mrs. Blank expects to have a garter removed by 
the Mayo Brothers.—Fairmont(Minn.) Sentinel. 
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You can LEARN a great deal about electrocardio- 
graphs from descriptive literature, the makers’ rep- 
resentatives, and the experiences of your colleagues. 
But, when it comes to deciding which one to buy you 
should not be asked to base your choice solely on 
the information thus obtained. Instead of “guessing” 
that the chosen ‘cardiograph will be the right one 
for you, you should be permitted to “try it out” for 
a while under the exact conditions you would be 
using it. 

That is why Sanborn Company invites any 
seriously interested doctor, hospital or clinic to 


TEST A VISO-CARDIETTE 
FOR 15 DAYS— 
WITHOUT ANY 

OBLIGATION 
WHATSOEVER. 


This exclusive Sanborn plan places a Viso-Cardiette in 
your hands for 15 days. You run tests on your own patients, 
examine the instrument thoroughly inside and out, invite 
others to appraise it (especially your engineering friends), 
and compare its construction, performance and records with 
those of any other make. Then, at the end of the “trial” 
period, if you are not completely satisfied, you simply return 
the instrument to us. Yes, it’s as easy as that — and you’re 
under no obligation! 


This coupon may be used to ask fora 
15-day “* Piso” test, or simply 
to request descriptive 


literature. 


ed ino 15-day test of the Viso 
interest 
but would like 
Please se™ 


\ Dl om not yet ready to 
ptive literature. 


1 


ov & STAT 


u----~ SANBORN ov. 


CAMBRIDGE 39, MASSACHUSETTS 
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| No need for 

when you buy a 
Viso - Cardiette 
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prime importance 
— THE RELIEF OF PAIN 


“There is little doubt that, when analgesics are employed 


on a rational basis, physicians will come nearest to fulfilling 
with credit that phase of medical practice which, at least to the patient 
and his family, is of prime importance — the relief of pain.” 


Editorial: J.A.M.A. 149:66 (May 3) 1952 


one 


prompt... prolonged... 
prescribed relief of pain 


APAMIDE 


BRAND ¢ TRADEMARK ta b | ets 
(N-acetyl-p-aminophenol, 0.3 Gm.) 


analgesic-antipyretic 


rapid, direct analgesia 

Apamide quickly relieves pain and reduces fever through direct 
analgesic-antipyretic action. It avoids the delay inherent in compounds 
that require metabolic transformation to produce analgesia. 


prolonged relief of pain 

Apamide goes to work fast. It raises the pain threshold substantially within 

30 minutes, reaches peak effect in about 22 hours and continues to be effective 
for approximately 4 hours. 


well-tolerated analgesic 

Apamide is a pure, active agent that does not produce extraneous, possibly 

toxic metabolites. High dosages over long periods have not been shown to cause 
toxic reactions or gastric upsets. It is extremely valuable in patients who 

cannot tolerate salicylates. 


only 

Available only on your prescription, Apamide permits precise control 

of dosage and duration of treatment by you. Prescribe it for relief of pain 
and reduction of fever in respiratory infections, functional headache, 
muscular or joint pain and dysmenorrhea. Average adult dose, 1 tablet 
every four hours. 


¢ 


for a sedative-analgesic 
prescribe { 


APROMAL 


BRAND ¢ TRADEMARK t a b | ets 
(N-acetyl-p-aminophenol, 0.15 Gm. and acetylcarbromal, 0.15 Gm.) 


non-narcotic, non-barbiturate 


Apromal is especially valuable in those cases where pain coexists with tension, anxiety, 
restlessness, excitement, nervousness and irritability. A promal. contains Apamide 

and the widely used, gentle daytime sedative, acetylcarbromal. Enhancement of both 
analgesia and sedation is secured by this combination. Average adult dose, 

1 tablet every 4 hours. 


AMES ELKHART, INDIANA 


Ames Company of Canada, Ltd., Toronto 
43352 
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Salcedrox is highly useful whenever salicylates are indicated 
—in arthritis, rheumatoid involvements, neuromuscular 
pains and rheumatic fever. 


The buffered sodium salicylate is more easily tolerated 
than salicylate alone—virtually abolishes gastric up- 
set, even with massive dosage. Calcium ascorbate 
helps counteract the increased ascorbic acid excre- 
tion usually encountered in rheumatic states and 

in salicylate therapy. 


PROFESSIONAL LITERATURE AVAILABLE ON RE- 
QUEST. 


Each Salcedrox tablet contains: 
Sodium Salicylate , gr. (0.3 Gm.) 
Aluminum Hydroxide 

Gel, dried 2 gr. (0.12 Gm.) 


(equivaleat to 50 
mg. ascorbic acid) 
Calcium Carbonate, , 1 gr. (60 mg.) 


S. E. MASSENGILL szistot, TENNESSEE 
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RESEARCH Propucts 


You The NEW 0-TOS-M0-SAN 


is a Specific in Suppurative Ear Infections — 
both Acute and Chronic, also External Otitis 
because it is... 


BACTERICIDAL « (GRAM-POSITIVE —GRAM-NEGATIVE) — it KILLS 
BACTERIA, including BACILLUS PROTEUS, 
B. PYOCYANEUS, E. COLI, BETA HEMOLYTIC 
VA STAPHYLOCOCCUS AUREUS 


(Isolated from ear infections and found resistant 
to antibiotics in laboratory tests) 


FUNGICIDAL . . 


TRICOPHYTON, MONILIA, and 
MICROSPORUM 


NON-TOXIC NON-IRRITATING 
STABLE CLEAR 


PROVED EFFECTIVE AGAINST ANTIBIOTIC RESISTANT STRAINS OF ORGANISMS 


Substantiating Laboratory and Clinical data in press. 
FORMULA: 
A NEW, improved process, using 
Doho glycerol base, results ina 
chemical 
these valuable properties. 
Sulfathiazole .......... 1.6 GRAMS in your 
Glycerol (DOHO) Base most stubborn cases, the results will 


(Highest prove convincing. 
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2 _ DOHO CHEMICAL CORP., 100 Varick Street., New York 13, N.Y. 
... For symptomatic relief in: 
4 


- lestosterone 


CYCLOPENTYLPROPIONATE 


- lestosterone 


CYCLOPENTYLPROPIONATE 


- lestosterone 


CYCLOPENTYLPROPIONATE 


- Lestosterone 


CYCLOPENTYLPROPIONATE 


exerts androgenic effect over longer 
periods of time than testosterone 
propionate 


makes every injection a depo-like 
source of testosterone which main- 
tains an active androgen level for at 
least 2 weeks 


is latest in The Upjohn Company's 
series of Depo* preparations for 
prolonged drug action. 


Testosterone Cyclop 


50 or 100 mg. 
Chlorobutanol (chloral derivative) in cottonseed oil 
5 mg. 

50 mg. size available in 10 cc. vials. 
100 mg. size available in 1 cc. and 10 cc. vials. 


* Trademark, Reg. U.S. Pat. OF. 


THE UPJOHN COMPANY. KALAMAZOO. MICHIGAN 
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is the new, slowly metabolized, oil- - 
soluble ester of testosterone << 
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ORDER 


THE DOCTOR’S PERFECT GIFT 


Here is the perfect answer to the perplexing gift problem for your general practitioner colleague, or that young 
student or intern in whom you have a paternal interest. Nothing will be so appreciated as his own personal 


copy of GP each month. Translate a gracious Yuletide gesture of friendship into a thoughtful round-the-year 


an appreciated gift at so little cost. 


Gof 

We will mail an attractive Gift An- 
nouncement, in time for his Christ- 


mas morning stocking. The subscrip- 


in active 
is $10.00. 


tion will start with the January issue. 
. Half Rate for students, interns, and 
residents. For non-member physicians 


practice, the subscription 


USE THIS COUPON 


invitation to share the pleasures and valuable knowledge in your magazine. In no other way can you make such 


GP, Broadway at 34th, 
Kansas City 11, Mo. 


Please send a one-year Gift Subscription as follows: 
Active Physician $10.00; 

Student Intern Resident $5.00 [J 

My check is enclosed. 

Please send the recipient a Gift Announcement bear- 
ing my name: 


Subscription for 
ame. 


Address 


City, State 
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@ provides the fastest sperm-immobilizing time rec- 
ognized by the Advisory Committee on Contra- 
ceptives of the Council on Pharmacy and Chemistry 
of the American Medical Association 


@ occludes cervix for as long as 10 hours after coitus 


@ will not melt or run at body temperature 


@ nontoxic and nonirritating as proved by both labora- 
tory and clinical tests 


@ continuously acceptable to patients because of its 
crystal clarity and agreeable odor 


Every comparative test proves - - - 
there is no better product available 


*Active ingredients, by weight: Dodecaeth- 
yleneglycol monolaurate 5%; Boric Acid 
1%; Alcohol 5%. 


gynecological division 


JULIUS SCHMID, INC. 


423 West 55th Street, NEW YORK 19, N. Y. 
quality first since 1883 
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... two-fold promise of relief for the child with petit mal 


= confidence and freedom, the chance to grow up as normally as other 


youngsters—this is the great hope now offered a majority of petit mal victims. 
It is a hope based on the amply demonstrated therapeutic value of TrrpIone, 


and its homologue, PARADIONE. 


Two distinct and independently successful drugs, these ABBOTT-developed 
anticonvulsants have in just a few years become agents of choice for the 
control of petit mal, myoclonic jerks, and akinetic seizures. Actually, the 
action of the drugs is essentially the same. Yet, as abundant clinical evidence 
has established .. . 

... one drug may effect dramatic relief or complete control 


—even when the other drug has failed to prove of benefit. 


Both drugs are available in convenient forms at pharmacies everywhere. But, 
please, before administering either TRIDIONE or PARADIONE, write us for detailed 


literature. There are certain techniques and precautions which 


must be observed. Abbott Laboratories, North Chicago, Illinois. Cbbott 


TOAHAPPY, NORMAL CHILDHOOD 
; 
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NEW Pfizer Steraject Syringe 


holds 2 cartridge sizes 


sterile, single-dose 


disposable cartridges 


Steraject Penicillin G 

Procaine Crystalline 
In Aqueous Suspension 
(300,000 units) 


Steraject Pencillin G 
Procaine Crystalline 
in Aqueous Suspension 
(1,000,000 units) 


Steraject Combiotic* 


Aqueous Suspension _LmOTC: 2 cartridge sizes | for only 1 syringe! 
(400,000 units Penicillin G 


Procaine Crystalline, 
0.5 Gm. Dihydrostreptomycin) 


two cartridge sizes permit full 
standard antibiotic dosage 


cartridges individually labeled 


Steraject Dihydrostreptomycin 
Sulfate Solution (1 gram) 


Steraject Streptomycin 


ready for immediate use 
Sulfate Solution (1 gram) 


no reconstitution 


Steraject Cartridges: for full details, ask your Pfizer 
each one supplied with Professional Service Representative 
sterile needle, foil-wrapped 


introduced by Pfizer world’s largest producer of antibiotics 


*TRADEMARK, CHAS. PFIZER & CO., INC. ANTIBIOTIC DIVISION * CHAS. PFIZER & CO,. INC. * BROOKLYN 6, N.Y. 
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Clinicians are reporting on 


NEO-PENIL* 


... the new, long-acting derivative of penicillin 


... about its ability to concentrate in the lung: 


‘... concentrations of this drug in the lungs after intramuscular injection are 
five to ten times higher than those of benzylpenicillin [penicillin G].’"! 


... about its ability to concentrate in sputum: 


“Neo-Penil gave rise to significantly higher concentrations of penicillin 
in bronchial secretions than did procaine penicillin . . .’"2 


.. about its effectiveness in bronchopulmenary disease: 


“Our own evidence would indicate that it is a more effective form of penicillin 
in patients with chronic pulmonary emphysema and bronchopulmonary infection.’’8 


“This compound appeared to have a unique value in respiratory infections due 
to gram-positive bacteria.’"! 


Bibliography: 1. Barach, A.L., et al.: Bull. New York Acad. Med. 28:353 (June) 1952. 
2. Flippin, H.F., et al.: Report distributed at the Chicago Session of the A.M.A. (June) 1952. 
3. Segal, M.S., et al.: GP, in press. 


“‘Neo-Penil’ is available at retail pharmacies, in single-dose, silicone-treated vials 
of 500,000 units. Full information about ‘Neo-Penil’ accompanies each vial, 
or may be obtained by writing to: 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for penethamate hydriodide, S.K.F. 
(penicillin G diethylaminoethyl ester hydriodide) Patent Applied For 
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so many new things 
in this new supplement... 


For almost forty years now the Picker X-Ray Accessories Catalog has been the 
standard of reference for materials used in radiography, fluoroscopy, and radiation 
therapy. You will find it on thousands of doctors’ bookshelves. 


But even in the short time since the last 200-page edition (its fourteenth), 
Picker has introduced so many new things—the Picker-Polaroid 

process, for example, which delivers a finished dry radio- 

graph within a minute after exposure . . . the Darex FlexiCast “quick- 

freeze” Immobilizing Cast—dozens of things like that—that 

we now find it necessary to issue a 48-page supplement to 

include them all. 


We'll be glad to send you the supplement if you already have the 
current Picker Accessory Catalog. Or both, if you don’t. Either way, 


you'll keep abreast of recent developments in this eventful field. ous eumee ter thing in x-ray 


PICKER X-RAY | CORPORATION 
25 S. Broadway | White Plains, N.Y. 
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BUTAZOLIDIN 


brand of phenylbutazone 


Psoriatic Arthritis... 


oo relief of pain associated with 
Bursitis . Fibrositis... Myositis... ‘Sciatica’ 


ane 


for relief of 
~ARTH S disorders 


rapid relief of pain reported in 

85% of patients with rheumatoid arthritis'* 
100% of patients with acute gout! 

67 % of patients with osteoerthritis' 

96% of patients with spondylitis'* 

94% of patients with peritendinitis'? 
functional improvement, Grade I or II, 
has been reported in nearly half the cases of rheumatoid arthritis 
treated with BuTAzo.ipiN. In gout, complete remission or major 
improvement has been obtained within 48 hours in 86.5% of cases.’ 
In virtually al! arthritic disorders, functional improvement — 
reduced swelling and increased mobility — frequently results from 
BuTazouipin therapy. 


BUTAZOLDIN is well within the means of the average patient. 


In order to obtain optimal results and to avoid untoward 
reaction it is highly desirable for the physician to be- 
come thoroughly acquainted with the characteristics of 
BuTazo.ipin before prescribing it. Physicians are urged 
to read the package circular carefully or to write for the 
brochure, “Essential Clinical Data on BuTAzoLipIN,” 
which will gladly be sent on request. 


Butazouipin® (brand of phenylbutazone) issued in yellow-coated 
tablets of 200 my. and in red-coated tablets of 100 mg. 


References: 


1. Kuzell, W. C., and Schaffarzick, R. W.: Paper read before the 
California Medical Association, Los Angeles, April 29, 1952. 

2. Smith, C. H., and Kunz, H. G.: J. M. Soc. New Jersey 49:306, 1952. 

3. Currie, J. P.: Lancet 2:15 (July 5) 1952. 

4. Hart, F. D., and Johnson, A. M.: Lancet 2:43 (June 5) 1952. 


5. Kuzell, W. C.; Schaffarzick, R. W.; Brown, B., and Mankle, E. A.: 
J.A.M.A. 149:729 (June 21) 1952. 


6. Holbrook, W. P.; Stephens, C. A. L., Jr.; Yeoman, E. E.; Hill, D. F., 
and Goodin, W. L.: Personal communication — July 18, 1952. ain 


GEIGY PHARMACEUTICALS 


Division of Geigy Company, Inc., 220 Church Street, New York 13, N. Y. 
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ARISTOTLE 
.. FOR REASON IS THE 


HIGHEST OF OUR FACULTIES.” 
ETHICS 


or 


DOCTOR, YOU SELECT THE TECHNIQUE! Because of the 


authority of medical opinion throughout the years, it is our 
basic belief that the ideal method of preventing conception 
is the use of a diaphragm in conjunction with either jelly or 
cream. Under certain circumstances where diaphragms are 
not advised, physicians sometimes find it necessary to recom- 
mend the use of jelly or cream alone. Nevertheless, our 
philosophy is that the final decision of the individual patient's 
requirements must rest with the doctor. For patients’ safety 
and confidence, the Koromex Diaphragm and Koromex 
Jelly or Cream mean consistently effective contraception. 


ACTIVE INGREDIENTS: BORIC ACID 
2.0% OXYQUINOLIN BENZOATE 0.02% 
AND PHENYLMERCURIC ACETATE 0.02% 
IN SUITABLE JELLY OR CREAM BASES 


HH HHS HOY 


hOROMEX 


A CHOICE OF PHYSICIANS 


HOLLAND-RANTOS COMPANY, INC. @ 145 HUDSON ST., NEW YORK 13, N. Y. MERLE L. YOUNGS, PRESIDENT 
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Temporal Arteritis. Before and 
after resection of portion of 
the artery. 


Present it... 


to a handful of people... 
or to hundreds 


So much to be done—so little time to do it. 

That is why so many physicians in hospitals and 
clinics everywhere are: (1) documenting all 
significant cases in color; (2) making these color 
pictures—2x2-inch Kodaslides, ready for projection— 
constantly available for showings to students, 
teachers, associates. This pooling of information 

is spreading medical knowledge. 


Present it... 


with the Kodaslide Projector, 
Master Model 


Here is a projector to do full justice to the finest color slides, 
It can deliver more light to the screen than any other 
2x2-inch slide projector . . . gives complete coverage and 
evenness of illumination throughout the slide area. . . 

offers a choice of four fine projection lenses. With Kodak 
Projection Ektanon Lens (Lumenized), 5-inch f/3.5, and 


Complete line of Kodak Photographic adapter, the price is $169, subject to change without notice. 
Products for the Medical Profession 


comeres end For further information see your photographic dealer or 
still- and motion-picture; film—full 

color and black-and-white (including write for literature. 

infrared); papers; processing chemi- 


cols; microfilming equipment and EASTMAN KODAK COMPANY 
microfilm. Medical Division, Rochester 4, N. Y. 


Serving medical progress through Photography and Radiography 
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For Vaginal Tract In fections 


In 
TRICHOMONIASIS 


MPeROVE D 
(Allantomide VAGINAL CREAM) MONILIASIS 


MIXED INFECTIONS 


AVC Improved is a 
time tested formula 
for the treatment 
and prophylaxis 
of vaginal tract 
infections. 


Because... 


AVC Improved re- 
establishes the nor- 
mal flora and the 
normal pH. 


Because... 
AVC Improved is indi- 
cated ina wide range of 
infections of the exo- 
cervix, vagina and vulva: 
Trichomoniasis 
Moniliasis 
Specific and non- 
specific bacterial 
infections 


Mixed infections. \ 


AVC Improved sup- 
presses secondary in- 
vaders... animportant 
therapeutic goal. 


IT WORKS!!! 


Use AVC Improved in your 
most stubborn cases. The re- 
sults will please you, and 
your patients will be grateful. 


Formula: 9-Aminoacridine Hydrochloride 

0.2%, Sulfanilamide 15%, Allantoin 

2%, specially prepared buffered 
water-miscible base. 


HILADELPHIA 44, PENNSYLVANIA. or without applicator. 
f ; Literature supplied on request. 
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Two reasons why so many 
physicians are finding 


the more effective 
lipotropic therapy 


Lipotaine 


BETAINE 
CHOLINE 
LIVER FRACTION 
VITAMIN 812 


Contains betaine in addition to 
choline, liver and Biz. Produces 
better results. 


Excellent taste and tolerance. 
Allows massive dosage when 
needed. Assures complete patient 


Stuart cooperation. 
ine 
Lipota EACH TABLESPOONFUL contains: a 
BETAINE 


Betaine* ...... (3000 mg.).... 3 Gm. 
Liver Fraction 1 N.F. ..........210 mg. 
Vitamin Bi2 (USP Crystalline) .... 12 meg. 


CHOLINE 
DesiccateD 
VITAMIN 813 


THe 


Desiccated Liver N.F........... 35 mg. 


Vitamin Biz (USP Crystalline).... 2 meg. 


* Active material 


THE STUART COMPANY * PASADENA 1, CALIFORNIA 


: 


& 
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ONE SMALL CAPSULE CONTAINS: 


3s mg. dextro amphetamine 
Bs sulphate to inhibit appetite, and pro- 
duce a feeling of well being. 


to supply protective 
amounts of nutritional 


SULPHATE 
_ . *Vitamins: A, 1700 USP units; D, 170 USP 
Warning: Moy be habit forma) units; C, 25 mg.; 1 mg.; Bs, 1 mg.; Niacin 
Amide, 10 mg.; Bs, 0.15 mg.; Bra, 1 meg. Cale 

S AND MINER 
—= te cium Pantothenate, 1.5 mg. Minerals: Calcium, 
40 mg.; Phosphorus, 30 mg.; Iron, 3 mg.; Cop- 
per, 0.25 mg.; lodine, 0.05 mg.i Colbalt, 0.167 
The ant mg.; Manganese, 0.33 mg.; Zinc, 0.1 mg. 


DISTRIBUTOR - PASADENA cau 


AVAILABLE AT ALL PHARMACIES 


why. ome y pnysicians are ft 
= "4 gr. phenobarbital 
\ \ to offset nervous stimulation. 
stuart 
> proximately 4¢ per capsule 
| 
; 
THE STUART COMPANY «+ PASADENA 1, CALIFORNIA aa 


New! High Potency Anticholinergic Agent 


Artrenyl 
BROMIDE 
(Oxyphenonium bromide Ciba) 


Mg. per mg., 
the most effective 
of the newer 


anticholinergics 


ANTRENYL bromide is a new high potency 
anticholinergic agent indicated in the management of 
peptic ulcer and spasm of the gastrointestinal tract. Milligram 
per milligram, it is the most potent of the newer 
anticholinergics, recommended dosage being only about 
one-tenth that of certain commonly used agents. 
ANTRENYL has a marked inhibitory effect on gastric secretion 
and motility of the gastrointestinal tract. Side effects 
are generally mild, and there is usually no esophageal or 
gastric irritation. A recent report! described the side 
effects as less pronounced than those of other drugs 
ordinarily used in the management of peptic ulcer. 
In this study, patients receiving ANTRENYL usually obtained 
relief from acute symptoms within 24 to 36 hours. 
Prescribe ANTRENYL as adjunctive therapy in your next 
few cases of peptic ulcer and note its advantages. 
Available as ANTRENYL Bromide Tablets, 5 mg., 
GOUDA scored: bottles of 100, and as ANTRENYL Bromide 
Syrup, 5 mg. per teaspoonful (4 cc.); bottles of 1 pint. 
Ciba Pharmaceutical Products, Inc., Summit, New Jersey 


1, Rogers, M. P., and Gray, C. L.; Am. J. Digest. Dis., 19:180, 1952. 
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one-word for the dry 
and 


prescription unproductive cough 


A POTENT analgesic and antitussive, due to its content of dihydrocodeinone 
—a codeine derivative of greatly enhanced activity, remarkably free 
from nausea and constipation— 


plus the 


ANTIHISTAMINIC action provided by Pyra-Maleate (VB brand of Pyranisa- 
mine Maleate) —an effective antihistaminic with a high index of safety— 


plus the 


EXPECTORANT properties of ammonium chloride and citric acid . . . ina 
soothing, mentholated syrup vehicle. 


Supplied in 1 pint bottles. An exempt narcotic preparation. 


VB Write for detailed information 


VANPELT & BROWN, Inc. = Pharmaceutical Chemists RICHMOND 4, VA. 
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Cardalin tablets rapidly produce therapeutic effects comparable 4 
to the intravenous or rectal administration of aminophylline. <i” 


PATENT PENDING 


® for the cardiac patient 


® for the asthmatic patient 


IRWIN, NEISLER & CO. ECATUR, ILLINOIS 


ora | mere 5 grains of aminophylline per 
dose ... the highest concentration sup- 
plied for oral administration. The use of 
two anti-nausea factors (Aluminum Hy- 
droxide and Ethyl Aminobenzoate) 
eliminates the nausea, vomiting and gas- 
tric irritation that usually accompany 

high, oral aminophylline dosage. 


Each Cardalin tablet contains: 


Aluminum Hydroxide 
Eth 
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ORANGE ... flavor, color or odor, appeals to almost every- 
one. 

ORANGE is a characteristic of FLUAGEL Compound Tablets, 
the truly unique antacid and demulcent especially indicated 
in hyperacidity and peptic ulcer. 

FLUAGEL Compound Tablets are orange-colored, orange- 
flavored and have a pungent orange odor. 

FLUAGEL Compound Tablets: Appeal to all tastes... Act 
rapidly ... Prevent acid rebound and alkalosis . . . Reduce irri- 


tation for faster healing ... Form protective film over mucosa 
... Are economical. 


Your peptic ulcer and hyperacid patients will welcome this 
change from the ‘‘round, white, peppermint-flavored” regimen. 
Use this different therapy . . . prescribe 


FLUAGEL 


Trademark 


Compound Tablets 
Available in bottles of 100, 500 and 1,000 


Please send me sample of FLU AGEL 

George A.Breon&Co. Compound Tablets. 

BROADWAY 

NEW YORK 18,N.Y. 
DEPT. 8M Address.......... se 
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Specific in Diagnosis. ‘The symptomatic response of 
acute gouty arthritis to the use of colchicine is both 
dramatic and diagnostic.”* 


Specific in Therapy. “The mainstay of treatment of 
acute gouty arthritis is still colchicine... 
“Salicylates cause a maximum increase in the excretion 
of uric acid and give a satisfactory analgesic effect.’ 
Specific in Prophylaxis. ‘Colchicine has a pre-eminent 
place also in the prophylaxis of acute gout. . .”? 


Salicylates are advocated for routine use with colchi- 
cine between attacks of acute gouty arthritis.* 


when the 
findings 
suggest 


GOUTY 
ARTHRITIS 


prescribe... 


Each NeocyLate* with coucnicine Entab* contains: 

Sodium Salicylate .......... 0.25 Gm. (4 gr.) 
Para-Aminobenzoic Acid ..... 0.25 Gm. (4 gr.) 
Ascorbic Acid 20.00 mg. (1/3 gr.) 
0.25 mg. (1/250 gr.) 


Supplied: Bottles of 200,500, and 1000 yellow, capsule- 
shaped tablets (enteric coated). 


Also available: NEOCYLATE Entabs and Syrup 
NEOCYLATE (without colchicine). 


1. Thorn, G. W., and Kendall, E., Jr.: in Harrison, T. R., editor: 
Principles of Internal Medicine, Philadelphia, The Blakiston 
Company, 1950, p. 697. 2. Gutman, A. B., et al.: Am. J. Med. 
9:799, 1950. 3. Myers, W. K.: Am. Practitioner 3:158, 1948. 4. 
Talbott, J. H.: GP 5:38, 1952. 

*Trademark of The Central Pharmacal Co. 


($a sere PHARMACAL CO., SEYMOUR * INDIANA Products Born of Continuous Research 
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LACTOGEN’ 


A powdered all-milk formula closely 


| approximating breast milk 
Lactogen is a natural all-milk formula consisting of whole cow’s 
milk modified with milk fat and milk sugar and fortified with 
iron. It contains no milk substitutes. 
Closely approximating the composition of breast milk in other 
factors, Lactogen, however, provides a one-third more liberal 
allowance of protein. 
Lactogen is prepared by simply stirring into warm, previously 
boiled water. It is made up with equal ease, either for a single 
feeding or for an entire day’s use. 


A convenient, economical, high 
quality liquid formula 


| ON 
F000 axo 


NUTRITION 


Dextrogen is a concentrated infant formula made from whole 
milk modified with dextrins, maltose, and dextrose. In ready- 
to-use liquid form, one needs only to— 


Dilute...Then feed Srl 


In normal dilution, Dextrogen yields a formula containing TRING 
proteins, fats, and a mixture of carbohydrates in quantities 
and proportions eminently suited for infant feeding. Its higher 
protein content provides a liberal allowance for every protein alert 

INC., MEW YORK 

need of the infant. Its lower fat content makes for better 4 
All the mother need do is 


tolerability and for improved digestibility. pour the contents of can 
into a properly cleaned 
quart milk bottle, and fill 
with previously boiled 
water. Makes 32 ounces 
of formula, ready to feed. 


THE NESTLE COMPANY, INC. 


WHITE PLAINS, NEW YORK 
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ENDO PRODUCTS Inc. Manufacturing Pharmaceatical Chemists 


Indo 


HOME OFFICE AND LABORATORIES 84-40 101ST STREET RICHMOND HILL NEW YORK U.S.A, 


December 1, 1952 


Dear Doctor: 


We are making available to you for your personal use an 
original bottle of VIFORT Polyvitamin Capsules which we 
hope will occupy a favored position in your medicine 
cabinet at home. 


Aqueous VIFORT contains water-soluble synthetic vitamins 
A and D in small particle size for maximum absorption 

and utilization; Hyflavin (Endo's unusually soluble ribo-— 
flavin) and four other B vitamins; vitamin C; and vitamin 
E (and there's no fishy odor, taste, aftertaste, or re- 
gurgitation). 


Please let us know if you would like us to send you a 
regular-size package. 


Very truly yours, 


th 


Edward A. Barrett, M.D. 
Medical Director 


EAB: mas 


P. S. VIFORT is also available as drops for children and 
infants in 15, 30, and 60 cc. dropper bottles. 
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“AGE IS A MATTER OF FEELING, 


NOT OF YEAR.” 
George William Curtis 


Age is not so much a chronologic 
_ destiny as a measure of physiologic 
disability. That is why aging may 
often become premature as a result 
of waning sex hormone metabolism, ; 
nutritional inadequacy, and emotional 
instability. “Mediatric” Capsules— 
combining steroids, nutritional 
supplements, and a mild antidepressant— 
may be expected to play an important 
part in safeguarding health and 
j vigor to insure “normal aging” = 
F for a “normal old age." . in preventive geriatrics + 


steroid-nutritional compound 


Vitamin acid). 
Thiamine HCl 


AYERST, & HARRISON LIMI 
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“MEDIATRIC” 
CAPSULES 
mg. 
Ferrous sulfate exsic.---.------------------60.0 mg. 
Brewers’ -yeast (specially processed. ......200.0 
d-Desoxyephedrine HCl... ME 
"252 is available in bottles of 30, 100, and 1,000. 
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HOFFMANN-LA ROCHE INC. 


PHARMACEUTICALS AND VITAMINS * ROCHE PARK °* 


NUTLEY 10 * NEW JERSEY * NUTLEY 2-SO00O 


Dear Doctor: 


This is just a note to remind you of something that can be 
of real help to you in your practice -- Gantrisin 'Roche.' 
This more soluble, single sulfonamide has an impressive 
clinical background -- OVER ONE HUNDRED REFERENCES in 
recent literature. 


Whether you use Gantrisin in pneumonia or tonsillitis, in 
bronchitis or otitis media, or in urinary infections, you 
will find it offers two significant advantages. 


First, Gantrisin is so soluble, even in acid urine, that 

. it does not endanger normal kidney function, At the pH 
of kidney urine -- and that is where high solubility is 
needed -- Gantrisin is several times more soluble than 

other sulfonamides or sulfonamide mixtures, 


Secondly, Gantrisin has a wider antibacterial spectrum, 
Recent publications indicate that it may even be effective 
in patients who do not respond to antibiotics. 


You can now prescribe Gantrisin in a raspberry-flavored 
pediatric suspension, as well as in tablet and ampul form. 
Won't you try it? 


Sincerely, 


Thomas C. Fleming, M. D. 
Department of Clinical Research 


P. S. Not a single case of renal blocking has been reported, 
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1 Oil dispersion (x133). Large irregular globules 2 The fine oil emulsion (x133) of Agoral. The 

fail to mix readily with fecal mass. Phenol- small, uniform globules and the phenolphtha- 

phthalein is not evenly distributed to stimulate lein mix readily with the bowel content, produc- 

peristalsis. Action may be sporadic and evacuation ing peristalsis by more uniform lubrication and 
incomplete. stimulation. 


Which Laxative is Better — 


COARSE DISPERSION OR FINE EMULSION? 


Coarse dispersions are unstable, and 
erratic in their effects. Any physician 
can recognize the superiority of the 
fine Agoral emulsion (at right, above) 
compared with an ordinary oil-in- 
water dispersion (left). 

Free-floating oil is distasteful and 
often regurgitated. Large oil globules 
tend to coalesce and form pools in the 
gut, which may seep past the sphinc- 
ter as anal leakage. 


Agreeable to Sensitive Stomach 
The fine emulsion of Agoral is palat- 
able and will not distress a sensitive 
stomach. It assures more uniform dos- 
age and distribution of the active ingre- 
dients, more uniform clinical results. 
Its thorough admixture with the 


bowel content gives effective, uniform 
lubrication of the fecal mass as well 
as the canal. There is no loose oil to 
cause anal leakage. 

Mixed like Homogenized Milk 

Agoral is emulsified exclusively with 
refined white mineral oil, purified 
white phenolphthalein, agar-gel, trag- 
acanth, acacia, egg-albumen and glyc- 
erin, by a special process similar to 
that used for homogenizing milk. 

For over 30 years medical men have 
obtained results with Agoral with a 
uniformity and precision which are a 
constant source of satisfaction both 
to them and to their patients. 

William R. Warner, Div. of Warner- 
Hudnut, Inc., New York 11, N. Y. 


PLEASANT AND GENTLY EFFECTIVE WITHOUT DISTRESS OR LEAKAGE 
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Lhe dmerican Leademy of General Practice 


pleased 


(OTHE M&R AWARD (Q) ) 


PRESENTED BY THE M & R LABORATORIES 


lhe two most segnyficant sceentifec arlecles 


fullised in daring lhe year 


TWO EQUAL AWARDS OF ONE THOUSAND DOLLARS EACH 


WILL BE PRESENTED ANNUALLY TO TWO MEMBERS OF THE ACADEMY 


BY A SPECIAL AWARDS COMMITTEE 


APPOINTED BY THE BOARD OF DIRECTORS OF 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


NOTE: OFFICERS OF THE ACADEMY, DIRECTORS, AND MEMBERS OF 


THE PUBLICATION COMMITTEE, ARE INELIGIBLE FOR THIS AWARD 
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bnverd the case of’ 


PROGYNON-B 


The menopausal patient with severe estrogen deficiency 

symptoms — the so-called “difficult case” — requires large 

doses of the natural hormone, estradiol, for ameliora- 

tion of symptoms. ProGyNnon-B® (Estradiol Benzoate 

U.S.P.) supplies the primary ovarian hormone in 

high potency for speedy relief. Injected intra- 

muscularly, it initiates dramatic improvement 

rapidly and converts the difficult case to an 

easy one. Concentrations as high as 3.33 

mg. per cubic centimeter (200,000 ars 
I.U.) are available for treatment of Seleting conporaTiony 
these so-called “difficult cases.” 


In Canada: SCHERING CORPORATION, LTD., MONTREAL 
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For prompt and 
complete remission 


in bacterial diarrheas.. . 


Streptomagma* 


Dihydrostreptomycin Sulfate and Pectin 
with Kaolin in Alumina Gel 


@ STREPTOMAGMA combines Dihydro- 
streptomycin, for its potent bacteriostatic 
action, particularly against diarrhea-causing 
coliform organisms; Pectin, for its demul- 
cent and hydrophilic effect; Kaolin, for its 
tremendous adsorptive power; and Alumina 
Gel... itself a potent adsorptive... sooth- 


— ing, protective suspending agent. 


Dosage: Children, 1-2 teaspoonfuls t.i.d. 
Adults, 4 teaspoonfuls t.i.d. 


Supplied: Bottles of 3 fluidounces. 
*Trademark 
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modern man is the victim of this era 


War... rumors of war... atomic devastation .. . too much government... 
economic uncertainty—all a part of a complex pattern, all a part of these 
troubled times. Today, countless factors are taking their psychic toll in your 
patients. Mental depression is one of the most common results. 


‘Dexedrine’ Sulfate can do much to help the depressed patient. By restoring 
mental alertness and optimism, by inducing a feeling of energy and well-being, 
‘Dexedrine’ lifts your patient out of the gioom of depression and helps him 

to face the future. 


Smith, Kline & French Laboratories, Philadelphia 


D e e d Nn Tablets - Elixir ‘Spansules’ 


the antidepressant of choice 


*T. M. Reg. U. S. Pat. Off. for dextro-amphetamine sulfate, S. K. F. ‘Spansules’ Trademark 
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Actual photograph of 
showing marked 


Microscopic section of heart stained for fat with Sudan 4 and counterstained 
with hematoxylin. This section shows infiltration of fat—red globules— 
between the myocardial bundles. Magnification: x 135. Inset shows heart from 
which section was taken. 


The heart of an overweight patient 


Weight reduction—of even a few pounds—is often the surest means of 
lengthening life and diminishing future illnesses. 


‘Dexedrine’ Sulfate curbs appetite, makes it easy for the patient to adhere 
to a low-calorie diet and thus to reduce weight safely —without the use 
(and risk) of such drugs as thyroid. 


Smith, Kline & French Laboratories, Philadelphia 


Dexed rl NEC” Tablets « Elixir ‘Spansules’ 


the most effective preparation for control 


of appetite in weight reduction 


*T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. ‘Spansules’ Trademark 
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American Bottlers of Carbonated Beverages 
WASHINGTON 6, D. C. 


GP « December, 1952 


2 
=> 
: = 
wre 
; 
4 
Koskowski, Compt. rend 3952" 
Greenberg, L.A., & Lester 
BOTTLED SOFT DRINK INDUSTRY 
. 
ad 
\ 


fer your low-sodium pationt 
DIASAL 


lo help him slay on his diet 


DIASAL is an outstanding salt substitute. 
In addition to its fine salt taste, it contains glutamic 


acid to bring out the natural flavor of each food 
—and it can be used in cooking. At the same 
time its high potassium content protects 

your patient against potassium depletion, 

a hazard of low-sodium diets.' 


DIASAL LOOKS LIKE SALT “Of all the products [salt substitutes] studied, 
ciara DIASAL most closely approximates 


DIASAL TASTES LIKE SALT sodium chloride in... pour-quality, 
appearance and stability.” 


DIASAL POURS LIKE SALT 


DIASAL IS SAFE..... Contains No Lithium - No Sodium - No Ammonium 


Cc P hloride, gl ic acid and inert excipients. 


DIASAL may be freely prescribed in congestive heart failure, 
hypertension, arteriosclerosis and toxemias of pregnancy. 
It is contraindicated only in severe renal disorders and oliguria. 


DIASAL— in 2-o0z. shakers and 8-oz. bottles at all pharmacies. 
Samples, literature and pads of low-sodium diets available on request. 


1, Fremont, R. E.; Rimmerman, A. B., and Shaftel, H. E.: Postgrad. Med. 10:216, 1951. 
2. Rimmerman, A, B., et al: Am. Pract. & Digest Treat. 2:168, 1951. 


E. FOUGERA & COMPANY. INC. 
75 Varick Street, New York 13, New York 
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THE SURE HAND OF KNOWLEDGE 


THE QUICK, SURE HAND of the physician ofttimes reassures the 
patient in search of health and hope and comfort. 

In selecting and rejecting from his ever-broadening armamentarium, 
the physician finds in every facet of his practice that one product 
stands out by merit. To Diaparene Chloride, the pioneer in its field, 
has come this distinction. 

Diaparene Chloride, in three adjuvant forms, constitutes the first 
specific therapy for prophylaxis and treatment of ammonia dermatitis, 
whether in the incontinent adult or infant, and the prevention of 
non-specific secondary infections in associated dermatoses. 


PROFESSIONAL LITERATURE SAMPLES AND PATIENT INSTRUCTION SHEETS AVAILABLE ON REQUEST 
RINSE TABLETS 


CHLORIDE 


METHYL BENZTETHONIUM CHLORIDE 


CONTAINS NO BORIC ACID OINTMENT 


@ PHARMACEUTICAL DIVISION, HOMEMAKERS PRODUCTS CORPORATION NEW YORK 10, NEWYORK 
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“...and be sure to take your VITAMINS!” 


Hypermotility induced by diarrheal diseases plays an 
important role in limiting the absorption of 
essential vitamins. A balanced vitamin preparation 
offers substantial protection against the development 


of avitaminoses. 


MERCK &« CO., Inc., Ranway, N. J.—asa pioneer manufacturer of Vitamins—serves 


the Medical Profession through the Pharmaceutical Industry. 
© Merck & Co., Inc. 
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Academy Members 


may now order 


GIFT 


Subscriptions 


for 
Hospital and Medical 


School Libraries 
at $500 each 


This special rate (half the regular non-member 
price) applies only to gifts by Academy chapters 
or members to medical libraries. Subscriptions 
placed by hospitals or schools direct, or subscrip- 
tions for non-member physicians (excepting stu- 
dents, interns and residents) still require the full 
$10.00 rate. 


There are undoubtedly many hospitals in every 
state that would welcome a copy of GP every 
month. Certainly every medical student should 
have access to the wealth of sound medical knowl- 
edge in every issue of this magazine. Chapters or 
members can render a real service to these institu- 
tions by giving them a subscription—and at a 
below-production-cost price! An attractive card 
announcing your gift will be mailed to the for- 
tunate recipient. 


Orders should be marked “Gift Subscription” and 
mailed to 


GP BUSINESS OFFICE 


406 West 34th Street, Kansas City 2, Mo. 


PERMANENT BINDING FOR YOUR GP COPIES 


The desire to preserve the issues of GP for 
permanent reference has brought an increasing 
number of inquiries from subscribers for advice as 
to where they can have this binding done. As a 
result of some extensive investigation, we feel 
that the most satisfactory and economical results 
can be obtained by selecting a capable bindery, 
specializing in this type of work, which will follow 
our specifications and produce an attractive, well- 
bound book, at a reasonable price. 


We are pleased to announce that PABS (Pub- 
lishers Authorized Binding Service), 308 West 
Randolph Street, Chicago 6, Illinois, has been 
selected as offering this type of service. They will 
bind six issues of any volume in the best grade of 
washable “GP Blue” buckram, with gold stamping 
on the spine and the subscriber’s name in gold on 
the front cover. The cost is $3.60 per volume. 
Send the six issues to Chicago, express or parcel 
post prepaid, with check or money order payable 
to PABS. The bound volume will be returned, 
transportation prepaid, by the bindery. 
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ACE 


_FULL-FOOTED ELASTIC HOSIERY 


These exclusive ACE features assure 
your patients handsome elastic hosiery 
which is both comfortable 
and therapeutically correct: 


2-inch adjustable cuff 
holds hose in place 
without constriction — 
no garters necessary. 


Seamless, lightweight, nylon-covered 
latex — two-way stretch provides 
gentle, persistent support to venous tree. 
No binding, no creeping up leg. 


y nylon toe Fits smoothly 
assures flexibility, ease and ee ee without wrinkling — 
comfort without cramping is ORR <i no excessive bulk 
of the toes. or thickness. 


heel 


Full heel assures 
firm anchorage — 
special elastic weave 
provides support and 
prevents swelling. 


ACE Full-Footed Elastic Hosiery is indicated in peripheral 
vascular disease, varicose veins and edema, phlebitis, 
occupational leg cramps and fatigue, edema following healed fractures, 
mild cardiac edema, early lymphedema and other conditions 


iri rt of leg structures. 
ACE, Trademark Reg. U. S. Pat. Off. 9 


Available in burgundy color — 4 foot sizes: 10, 11, 12 and 13. 


Becton, DiCKINSON AND COMPANY, RUTHERFORD, N. J. IB-D 
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R Valoctin tablets 5 grains, 


each containing | gr. Octin 
mucate and 4 grs. Bromural. 
DOSE: | or 2 tablets at on- 
set of distress. Another tab- 
let after 4 hours if necessary. 


SEDATIVE - ANTISPASMODIC 


tension and migraine headaches - - spastic dysmenorrhea 
- - spasms of gastro-intestinal and genito-urinary tracts, 
with accompanying nervousness. 


VALOCTIN ® E. Bithuber, Inc. 


BILHUBER-KNOLL CORP. orance, Newsersey 
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<2. 4 diuretic 
choi 
of choice 


MERCUHYDRIN 


in acute 
Or severe 


congestive 
failure 


The importance of MERCUHYDRIN 
Sodium in relieving the “drowning” 
heart has made itafulcrumof | 

the therapeutic regime in acute or \ 
severe congestive failure. In pulmonary 
edema or paroxysmal nocturnal 
dyspnea, the prompt, effective 

action of MERCUHYDRIN may be a 
life-saving measure, as demonstrated 

by extensive clinical experience. 


Unexcelled for draining edematous 

tissues, well tolerated locally 

and systemically, MERCUHYDRIN 

is an agent of choice for 

initiating diuretic therapy. 
MERCUHYDRIN Sodium (brand 

of meralluride sodium) is 
available in 1-cc. and 2-cc. 
ampuls and 10-cc. vials. 


akesidle CABORATORIES, INC. 
Milwaukee 1, Wisconsin 
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lifetime therapy — 


NEOHYDRIN helps keep the cardiac patient in 
fluid and electrolyte balance for his lifetime 
— a lifetime that might be impossible with- 
out such control of water and salt metabolism. 


day in, day out diuresis — 

NEOHYDRIN daily, maintains a steady, unin- 
terrupted diuresis. This allows more liberal 
salt intake which benefits the patient psycho- 
logically. Even more important, liberalized 
salt intake permits the daily physiologic in- 
take and output of sodium required by the 
body and safeguards against salt depletion. 


prescribe NEOHYDRIN when indicated in 


congestive heart failure « recurring edema and ascites * cardiac asthma e hypertensive heart disease 
dyspnea of cardiac origin e arteriosclerotic heart disease ¢ fluid retention masked by obesity ¢ and, 
for patients averse to their low-salt diet. 


@TRADEMARK APPLIED FOR 


NEOHYDRIN 


THE DIURETIC TABLETS THAT WORK ©) ®) 


LIKE ANCINJECTION: 


how to use this new drug 


Maintenance of the edema-free state has been accom- 
plished with as little as one NEOHYDRIN Tablet a day. 
Often this dosage of NEOHYDRIN will obtain per week 
an effect comparable to a weekly injection of MERCU- 
HYDRIN.® When more intensive therapy is required one 
tablet or more three times daily may be prescribed as 
determined by the physician. 


Gradual attainment of the ultimate maintenance dosage 
is recommended to preclude gastrointestinal upset which 
may occur in occasional patients with immediate high 
dosage. Though sustained, the onset of NEOHYDRIN 
diuresis is gradual. Injections of MERCUHYDRIN will be 
initially necessary in acute severe decompensation. 


NEOHYDRIN is contraindicated in acute nephritis. 


Any patient receiving a diuretic should ingest daily a 
glass of orange juice or other supplementary source of 
potassium. 


peters Bottles of 50 tablets. There are 18.3 meg. 


i-2 y-propylurea in each tablet. 
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SOLUTION OF ViTAMiNS 
ANDO, 
LAVIN 


3 water-soluble 

vitamin 

preparations 

for drop 

dosage 
POLY-VI-SOL 

TRI-ViI-SOL 

CE-Vi-SOL 


Available in 15 and 50 cc. bottles, with calibrated droppers 
Vitamin A Vitamin D Ascorbic Acid Thiamine Riboflavin Niacinamide 
POLY-VI-SOL 5000 1000 50 mg. 1 mg. 0.8 mg. 5 mg. 
Each 0.6 cc. supplies Units Units 


TRI-VI-SOL 5000 1000 50 mg. 
Each 0.6 cc. supplies Units Units 


CE-VI-SOL 50 mg. 


Each 0.5 cc. supplies 


MEAD JOHNSON & COMPANY, MEAD) EVANSVILLE 21, IND., U.S.A. 
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